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ABSTRACT 

Five individual study reports included in this volume 
detail a project to determine the prevalence of disability among 
American Indians, to identify special problems of American Indians 
related to vocational- rehabilitation, and to survey the extent of 
cooperative effort among programs conducted under the Rehabilitation 
Act of 1973. The first report provides an overview of the American 
Indian population and the influence of the Indian culture on 
individuals with disabilities. Subsections address socioeconomic 
characteristics, educational status, health status, unemployment 
status, tribal membership, government policies, and policy 
implications for the disabled. The siecond report is ?n analysis of 
the prevalence of disability among American Indians using school 
based data. A high prevalence 5% to 9% of learning disablities was 
found • The next report used health related data to analyze the 
incidence of disability among American Indians and concludes that 
American Indians lose 1.5 times the number of years of life as all 
races combined through age 65. The fourth report provides an analysis 
of labor market participation of American Indians and the 
implications for rehabilitation, including an unemployment rate about 
five times higher than that of the overall population. The final 
report looks at the nature and extent of cooperative efforts by state 
vocational rehabilitation programs for disabled Indians. Cooperative 
agreements had been or were planned to be established in ten states. 
Volume III which comprises the appendices to Volume II is attached. 
(DB) 
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SECTION I 

OVERVIEW OF THE AMERICAN INDIAN POPULATION AND THE 
INFLUENCE OF CULTURE ON INDIVIDUALS WITH DISABILITIES 



OVERVIEW OF THE AMERICAN INDIAN POPULATION AND THE 
INFLUENCE OF CULTURE ON INDIVIDUALS WITH DISABILITIES 



A study of the special problems and needs of American Indians who are disabled 
must be conducted witMn the context of an understanding of the values, beliefs, and 
practices of the American Indian people. American Indians maintain that a single label 
groups them together without regard to tribal differences. American Indians are not a 
homogeneous population, although there are similarities in their value systems and 
adaptation to the dominant culture. 

No two cultures differ noore in value systems than the American Indian and the 
White dominant culture (Richardson, 1978). Although anthropologists and sociologists 
argue the finer points of Ae definition of cidture, they seem to concur that: (1) culture 
includes the rules and synibols by which people organize and assign meanings to their life 
expttiences, (2) culture is learned, and (3) culture is shared Culture influences what 
people think and do (Wallace, 1970). lives of Indian people are also affected by 
acculturation. These different concepts can influence an individual's perception of 
disabilities, their recognition of solutions to situations requiring rehalnlitation, and their 
selection of certain practices when participating in rehabiHtation programs. Examples of 
specific differences between American Indians and the dominant society's values are 
described below in the areas of: (a) family systems and social organization, (b) health and 
medicine, (c) religion, (d) acculturation, and (e) language. 

Family Systems and Social Organization 

The extended family system forms th**, economic and social base for American 
Indian society (Pedigo, 1983) in contrast to the nuclear fanoily system of the dominant 
society (mother, father and children). The extended family system of American Indians 
may consist of three or more family units all closely related. Clan members are considered 
relatives with the same influence on an individual's life as parents, brothers, and sisters. 
Indians consider many more people to be their relatives than do members of the dominant 
society. Family relationships are very important For example, within tribes such as 
Blackfeet and Acoma, aunts are referred to as mothers, uncles as fathers, and cousins as 
brothers and sisters. 

Today, the extended faijily continues to be a resource network for many American 
Indians (Everett, Proctor, & Cartmell, 1983). Members of the extended family have 
responsibilities to and for one another. Interdependence among family members is a 
predominant characteristic and needs are met through this network. Thus, extended 
families provide a primary source of support for the family member. Intervention strategics 
would benefit fcom the inclusion of the extended family network for the American Indian in 
need of rehabilitation services. 

For some American Indians, the extended family may not be intact because of 
varying degrees of acculturation. Individuals with weak and non-existent extended families 
may need other forms of social support networks. These need to be identified and 
implemented by service providers. 

Health and Medicine 

The American Indian concept of health and medicine is at variance with that of the 
dominant society. For many American fodians, a state of health refers to harmony within 
one's life whereas disease is caused by disharmony within the individual and/or 
disconnection with the family, community, and universe. Many American Indians believe 



that the being is comprised of mind, body and spirit (Locust, 1986). The physical body 
cannot be separated fix)m the mind and spirit Thus, if one treats the physical being without 
treating the mind and spirit, the treatment is not likely to achieve its godi. 

In contrast, western medicine provides treatment for iUness due to infection, 
physiological, and psychological malfunctions (Qark, 1985). Thus symptoms are treated, 
rather th^ the source of affliction. 

In American Indian languages there is no equivalent word for religion (Brown, 
1982)* American Indian religions rqyresent traditions that have been present in North 
America for thousands of years. These traditions have not only survived the test of 
acculturation, but in may cases they are being reexamined and reaffimied by the American 
Indian people. In American Indian society, there is a rich plurality of highly differentiated 
types of religions. This makes it almost impos Me to de&ie or describe American Indian 
religions in generalities. 

Brown (1982) lists three "primal elements" that are universal to all North American 
Indian religions, past and present (a) American Indian religion cannot be separated from 
any aspect of Indian culture, (b) in American Indian culture, people's und^tanding of 
their language is an integral part of worship and the spoken woric possesses power, just as 
words have power, Ae unspoken thought is considered to have power of its own; and (c) 
the concept of time is cyclical and is a very important aspect of American Indian religious 
c^monies. 

These "primal elements" may be said to constitute living religions in the sense that 
core elements of sacred lore, values and the native language are held and lived by certain 
segments of American Indiaai society. Today, many American Indians still follow 
traditional forms of worship that may be specific to their tribal or cultural group. Some 
American Indians have integrated other forms of worship into their lives such as 
Catholicism. Further, American Indians consider religion to be a very private matter for the 
participants and discussion with non-tribal members or non-Indians is typically considered 
taboo. 

Acculturation 

Acculturation has been defined differendy by various disciplines, but one focal 
aspect to consider is how this affects the individual involved. Johnson (1974) defines 
acculturation "as the processes and results of contact between two or more diffarait 
cultures and this brings about considerable diffusion of cultural traits in one or more 
directions" (p. 1). Along with this, other processes occur such as development of new 
intercultural roles and the growth of new customs not found in either culture, and the 
disintegration of the old culture. 

Lowery (1983) identified three adaptations to the dominant culture among the 
Navajo Indians* These adaptations are considered to be similar for other American Indian 
tribes. Adaptations of the people were characterized as three groups: (a) acculturated 
people, (b) autonomous people, ahd (c) traditional people. TTie acculturated people are 
those who have been educated in universities and have returned to the reservation. These 
people may have grown up on the reservation and want their tribe to move into the modem 
world, maybe at the expense of losing aspects of their culture. These people may not be 
comfortable in either world. Autonomous people can move comfortably between the 
cultures. They may be college educated, but they value their traditions and language. In 
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addition, they are determined to bring their people into the modem world without 
compromising any of their traditional systems* The third adaptation is the traditional people 
who have managed to keep the influences of the dominant society to a minimum* These 
people still retain their language, customs, and belief systems and see no need to change. 
Indian people across the country can be characterized with orientations ranging on a 
continuum from traditional to autonomous to acculti^rated* 

Language 

The issue of language difference is an important one for rehabilitation because the 
quality of "second language" or "limited English" speakers can greatly influence the 
diagnostic and eligibility phase of rehabilitation* These factors can also create 
communication bariers, thus influencing rehabilitation. Although the number of native 
speakers is declining, there are still over 250 rative languages in the U.S. today (Chafe, 
1974). Mass media and increased mobility are influencing the American Indian's increased 
use of Eng^sh. Additionally, many Vidians who relocate to an urban area do not have 
family or friends to converse with in their native language. 

Although many bilmgual speakers can converse in two languages, some may 
experience limited proficiency in one or both languages. Limited proficiency can be 
attributed to two factors: (a) quality of the English-speaking model for the young 
American Indian learner may be someone with limited ability to speak English well, and (b) 
the structure of most native languages is very different fcom that of English, thus there is 
not a one-to-one correspondence from one language to the other. 

Since American Indians, as a population, have successfully retained many of their 
traditional values, beliefs, and practices, efforts to improve rehabilitation service delivery to 
them must acknowledge these cultural differences in order to be succesisfiil. These 
represent very complex situations, and further efforts at understanding these differences 
within the context of rehabilitation should be encouraged. Further information on these 
issues would greatly enhance the work of professionals and service providers. 

American Indian Population 

The 1980 U.S. Bureau of the Census reported 1.4 million American Indians. This 
compares with a population of 827,268 in 1970 and 551,669 in 1960. The American 
Indian population has nearly tripled in the twenty year period from 1960 to 1980 (U.S. 
Congress, Office of Technology Assessment, 1986). A high birth rate among American 
Indians contributes to this increase. 

Of the total population of American Indians in 1980, 46% (644,000) resided on 
"identified Indian areas," or in non-metropolitan areas. "Identified Indian areas" are 
described as reservations, tribal trust lands, Alaska Native villages and historic areas of 
Oklahoma that consist of former reservations..."(U.S. Congress, Office of Technology 
Assessment Report, p. 4). In comparison, a recent BIA report (1987) entitied Indian 
Service Population and Labor Force Estimates lists the on or near reservation copulation at 
861,570. 

Four states which ranked highest in total population of American Indians in the 
1980 Census with more than 100,000 in each state were Califomia, Oklahoma, Arizona 
and New Mexico, Fifty-four percent of the Indian population lived in central cities or in 
urban areas outside central cities. States with the highest number of American Indians in 
urban areas were Califomia, Oklahoma, Arizona, New Mexico, Washington and 
Minnesota. The significant increase in Indian population which has occurred in Califomia 
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particularly from 1960 to 1980 can be attributed to the increased population of Indians in 
urban areas* Ten metropolitan areas with the hi^est urban population of American Indians 
were: Los Angeles-Long Beach, Tulsa, Oklahoma City, Phoenix, Albuquerque, San 
Francisco-Oakland, Riverside-San Bernardino-Ontario, Seatde-Everett, Minneapolis-St 
Paul and Tucson* 

Populations on reservations range from 1 tribal member living on or near the 
reservation to 173,018 residents on the Navajo reservation, the nation's largest (1987, 
BIA). According to die 1980 U.S. Census, half (49%) of all reservation residents lived on 
10 reservations: Navajo (Arizona), Pine Ridge (Soutii Dakota), Gila River (Arizona), 
Tohono O'odham (Arizona) JFort Apache (Arizona), Hopi (Arizona), Zuni (New Mexico), 
San Carlos (Arizona), Rosebud Sioux (Soutii Dakota), and Blackfeet (Montana), (U.S, 
Bureau of tiie Census, 1983). 

Socio-economic Cliaracterisrics 

In 1980 (U.S- Bureau of tiie Census, 1983), 27.5% of American Indians had 
incomes below the poverty level compared witii 12.4% of tiie general population who were 
in this category. Twenty-three percent of the Indian households were headed by women 
compared witii 14% of the households of the general population. The median family 
income in 1979 for American Indians was $13,678, $13,829 for Eskimo and $20,313 for 
Aleuts. This compares with a median income of $19,917 for families of all races. Income 
differences for American Lidians across various locations in the U.S. consistently ranges 
from $6,0(X) to $7,000 lower than that for the general population. 

Income levels differ between tribes depending on the economic base or industry on 
or near the reservations. Tribes such as die Navajos have forest industries as well as 
mining activity on tiieir reservation. Some reservations, however, may have a limited land 
base or perhaps limited opportunities to develop industry on reservations. This affects tiie 
level of income among tiie people from tribes on tfiese reservations. 

In an effort to achieve increased levels of self-sufficiency, economic ventures and 
activities within tribes range from Bingo, forest industries, pencil factory, ski resort, and 
tourism. In addition, there are numerous arts and crafts centers and guilds as well as tribal 
museums through which members can sell tiieir crafts and artwork* 

Educational Status 

School age children. The percentage of American Indian children attending 
elementary and secondary schools, ages 7 to 15 years, is proportional to that of the White 
and Black populations. Li 1980, 96.6% of American Indians, 97.3% of Eskimos and 
97.0% of Aleuts for this age group were enrolled in school. For die White population, 
99% of the 7 to x3 year age group were enrolled, and 98.1% of the 14 and 15 year age 
group. Similarly, the Black population had 98% of die former age group enrolled and 
97.9% in the latter age group. 

Differences in student enrollment begin to occur for the 16 and 17 year old student 
populations. Among the American Indian students, those of ages 16 and 17 years who 
were enrolled in school were as follows: 76.6% of American Indian, 83.4% Eskimo, and 
81.6% Aleut. This compares widi 89% of die White student population enrolled in school 
in die same age range, and 87.9% among die Black student population. 
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Finally, the percentage of high school graduates among all American Indians 25 
years of age and older was 55.3% for American Indians, 44.3% for Eskimos, and 58.4% 
for Aleuts* Within the White population, 68*8% are high school graduates, as are 51.2% 
of the Black population* 

Higher education. In the Fifth Annual Status Report on Minorities in Higher 
Education (1986), overall, the population of minorities is 2L3%* However, enrollment of 
minorities in institutions of hi^er education is 17%* For the period from 1980-84, 
enrollment of American Indians decreased at two-year institutions by 4*2%, but remained 
steady at four-year institutions. State institutions which had an increase in American Indian 
enrollments at both two-year and four-year institutions were those in Montana, North 
Dakota, North Carolina, Texas, New Mexico and Washington. Increa^ied enrollment at 
four-year institutions only was reported for the states of Arizona, South Dakota, Wisconsin 
and Minnesota* Enrollment of American Indians increased 2.6% from 1980 to 1984; 
howevei', American Indians remained at J% of the total enrollment 

Enrollment of American Indians in graduate school decreased 6.4% for the years 
from 1980 to 1984. During this same period, enrollment in law schools increased 1L6%. 
Of 20 states reporting data, the number of baccalaureate degrees awarded between 1978 
and 1984 increased by 16.5%. At the master*s level, the overall increase was 19.3%; this 
representoi a 1.9% increase in the percentage of American Indians receiving master's 
degrees. At the doctoral level, the number of degrees conferred from 1975 to 1984 
doubled. In 1975, American Indians received .1% of the doctoral degrees; in 1984, .3% of 
the doctoral degrees conferred were awarded to American Indians. 

mm. 

Although there have been notable improvements in the health of American Indians, 
it is not yet comparable to that of the general U.S. population. However, one must be 
cautious in making overall statements about the hedth status of American Indians since an 
improvement in one area could mean a deterioration of health in other areas. For example, 
11 IHS areas (data was not available for California) showed a decline in the crude mortality 
rate, which was counterbalanced by increased rates of disease in other areas like heart and 
liver. Further, although accidents are no longer the leading cause of death, heart disease 
has now surpassed accidents as the leading cause of death for Indians (U.S. Congress, 
Office of Technology Assessment, 1986). 

One particularly significant factor in the health status of Indians is the high mortality 
rate. In the three year period from 1980 through 1982, 37% of the deaths among Indians 
were 45 years of age or younger. In the general U.S. population, 12% of the deaths 
occurred within this age group. In a report from the Secretary's Task Force on Black & 
Minority Health (1985), data from 1984-85, the death rate for the same age was reported to 
be 43%. In addition, excess deaths (the difference between observed rates and the rate 
within the White population) among American Indians accounted for 87% of the deaths 
before the age of 45; the comparable rate for Blacks was 39%, 

Hospitalization rates paralleled the mortality rate. In 1984, 75% of the IHS hospital 
patients were under 45 years of age, compared with 48% of the patients in U.S. hospitals 
who were of the same age. 

Of the fifteen leading causes of death among American Indians, 1 1 of the causes 
occurred at levels greater than that for the general population. For example, accidents and 
adverse effects v/as 3.4 times the rate of the general population, liver disease/cirrhosis was 
4.2 times greater, diabetes mellitus was 2,8 times greater, nephritis was 22,8 times greater 



and tuberculosis was 7.0 times greater* Similarly, the Task Force on Black & Minority 
Health (1985) found that 80% of the excess deaths for American Indians before 45 years of 
age was attributed to the following six causes: unintentional injuries, cirrhosis, homicide, 
suicide, pneumonia, and diabetes* 

Unemployment 

In the 1980 Census, unemployment rates for all persons 16 years and over were 
twice that of all races at 13*2% for American Indians, Eskimo, and Aleut, as compared 
with 6*5% for all races* The Bureau of Indian Affairs (1987), however, reported an 
employment rate of 38% during 1986 for the Indian population living on or near 
reservations. 

Rp^s of unenq)loyment among American Indians vary grcady by state as they do 
by tribe. For example, Kansas reported an unemployment rate of 13% whereas the states 
with unemployment rates of 58% or gTcater were Alaska (50%), Iowa (59%), Michigan 
(54%), Minnesota (60%), Nebraska (59%), New Yoric (51%), Nortn Dakota (51%), 
South Dakota (61%), Washington (53%), and Wyoming (54%) (1987, BIA). Rates 
among tribes also vary; examples of unemployment arc Jicarilla Reservation, 13%; 
Rosebud Reservation, 82%; Acoma Pueblo, 51%; Blackfeet Reservation, 25%; Navajo 
Reservation, 39%; Osage Tribe, 9%; and Seminole Tribe, 19% (Bureau of Indian Affairs, 
1987). Eighteen years ago in 1969, estimates of unemployment among American Indians 
ranged irom 12% to 74%* The average unemployment rate among American Indians was 
38% which was 10 times greater than the national rate (U.S. Department of Labor, 1969). 
Within a span of 18 years, the rate of unemployment continues to be an average of 38%. 

Tribal Membership 

Tribal membership becomes a prominent issue when it is considered a requirement 
for eligibility of services like health care, education, social services, or rehabilitation. For 
example, at the federal level, eligibility for health care through IHS "is not explicidy limited 
to members of federally recognized tribes (due to) the variation ricross tribes in 
requirements for tribal membership. Congress has therefore chosen not to restrict services 
to members of federally recognized tribes" (Office of Technology Assessment, 1986, p. 6). 
A second example is that of eligibility^ for educational services, the requirement of one- 
quarter or more blood quantum for enrollment in BIA funded schools was changed through 
a recent U.S. Appeals Court decision (Zarr v. Barlow). Eligibility for enrolhnent in a BIA 
funded school now requires that a student be an enrolled member of a federally recognized 
tribe or that the total blood quantum be one-fourth or more. At the tribal level, tribal 
membership might be required for scholarships, land allocation, receipt of tribal royalties, 
or the right to hold office. Tribes were further prompted to establish criteria for tribal 
membership by such factors as: (a) increased numbers of tribal members, (b) increased 
occurrences of marriage outside of one's tribe, and (c) the increased number of tribal 
members who moved (temporarily or not) to urban areas. 

Although tribes have established criteria for tribal membership for use within their 
respective tribes, they have resisted efforts to establish a uniform set of criteria which 
would be applicable for all tribes. Examples of varying criteria for tribal membership are: 
(a) the Cherokee Tribe, who requires proof of descendancy; (b) the Citizen Band 
Potawatomi Tribe, who presently requires one-eighth blood quantum (a proposal to change 
tribal enrollment based on descendancy will be determined by election in June, 1987); and 
(c) the St Croix Chippewa Tribe, who requires one-half blood quantum. More than 25% 
of the tribes use the criteria of one-fourth as the minimum level of blood quantum in order 
to be recognized as a tribal member. 
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Government Policies for Tndian People 



Federal poli cy and Indian communities. Vine Deloria, an American Indian political 
scientist, contends that the process of formulating federal Indian policies has changed in 
recent years (1985). Today, any federal policy change or legislation concerning ^erican 
Indians or Alasla Natives rarely goes unnoticed or is enacted without Indian reaction or 
recommendations. Dcloria attributes this change in policymaking to a keener sense of 
justice and a willingness on the part of policyrnakers to seek programs or poUcies which are 
more appropriate for Indian communities. 

Federal policy affecting American Indians and Alaska Natives, according to 
Deloria, occurs at two levels (1985). At the congressional level, policies are often 
developed under the best intentions and in the spirit of social responsibility. At the local 
level, people or agencies are charged with implementation of poUcies. Implementation of 
policies at the local, state, and regional levels is subject to interpretation and its perceived 
imjportancc and priority. Thus, implementation of policies through servici;s may be 
evidenced at various levels of intensity. The overlays of regulations and policies at the 
Congressional level, state, and local levels can create difficulties in accessing or gaining 
eligibility for services. 

The influence of political climates on federal Indian policy account for the 
vacillation of ideologies. The central theme of policies and legislation in the early years of 
this country was to civilize and assimilate American Indians into the majority culture. Steps 
in this direction intensified by the late eighteenth century, when the land base, population, 
and military power of the tribes had been gready diminished One example of assimilation 
policy was the passage and implementation of the General Allotment Act of 1887, which 
authorized the presiderit to negotiate and allot thousands of acres of Indian land to 
individual Indian families and transfer the surplus land to the federal government for 
setdement by non-Indians. Through this policy of land allotment, th^ federal government 
assmned an aggressive role in managing Indian land and slowly became a powerful force in 
deciding the fate of Indian property. For example, when the General Allotment Act was 
amended in 1891, the policy gave the U.S. Secretary of Interior the right to assume a 
guardianship role in the lease of land for Indian children, the aged, and persons with 
disabilities (Deloria & Lytel, 1983). Most families and relatives of tiiose placed under 
guardianship were themselves deemed "incompetent" (Washbum, 1973). 

By the 1920s, numerous protests and demands were advanced to Congress calling 
for reform. The passage of the Indian Citizenship Act in 1924 granted citizenship to all 
American Indians who heretofore had been denied the right to vote since they were not 
recognized as American citizens. This law, however, did not apply to Indians living in 
Arizona. Interpretation of the "federal trust relationship" held by Vidians was the basis for 
denial of die right to vote until the State Supreme Court reversed the decision in 1948 
(Harrison V. Laveen). 

Some of the controversial governing issues were documented in the study entitled 
the Meriam Report n928V The study cited many inadequacies including: (a) lack of 
trained personnel, (b) a poor health care delivery system, (c) poor economic planning of 
programs, (d) substand^d educational programs, and (e) unresolved legal and 
jurisdictional problems. The report linked many of these problems, including poverty, to 
the federal policy contained in die passage of the General Allotment Act The diminished 
land size had placed most Indian families in poverty resulting in increased dependency on 
the federal government for welfare, education, health care, and economic survival. 
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Results of the study coupled with continued pressure on Congress led to the 
passage of the Indian Reorganization Act in 1934 and resulted in a new BIA administration 
under the leadership of Commissioner John Collien This Act, dubbed the Indian's New 
Deal, helped sei a new federal course by ending the federal policy of land allotments. This 
law also allowed tribes tp set up their own form of self-government, albeit within a 
fiamework recommended by the federal government While some tribes resisted the model 
for self-government, most welcomed the end to land allotment which had impoverished 
theia Collier's administration also attempted to regain some of the land for the tribes and 
in some cases sought land for those who had been left landless- 

As a result of the Reorganization Act, there was also a reversal to the policy of 
assimilation* An Lidian cultural renaissance was encouraged and some traditions and 
religious practices such as the Sun Dance were agam permitted- Indian children, enrolled 
in federal boarding schools, were allowed to speak their native tongue without punishment, 
and on some reservations or the BIA schools, began to experiment with bilingual 
education- In addition, the passage of tiie Johnson-OMalley Act in 1934 authorized 
financial incentives for public schools to educate Indian children. 

The era of rebuilduig and revitalizing Indian self-government and culture, however, 
suffered a major setback as a result of changes brought about by World War n. After the 
war ended. Congress began to explore ways to cut federal spending. Initiatives for " 
getting out of tiie Indian business" were taken seriously and a new word appeared in tiiese 
initiatives-**termination*'. 

Since termination started out as a money-saving initiative, the first step towards the 
realization of this new policy was a call for a study and tiie identification of Indian tribes 
deemed economically self-sufficient with an objective to terminate these tribal groups. The 
BIA undertook such a study and as a result of tiieir recommendations, a seemingly 
harmless resolution. House Concurrent Resolution 108, was passed in 1953 witiiout a 
single negative vote. The end result of this endeavor was removal of specific tribes "from 
Federal supervision and control These tribal m.embers were tiien made subject "to the 
same laws and entided to tiie same privileges and responsibilities as are applicable to otiier 
citizens of tiie United States..*/' 

Between 1953 and 1962, a number of other termination bills or administrative 
actions were taken which underscored tiie desire of the federal government to sever its ties 
and obligations to Indian tribes. Through P.L. 83-280, legal jurisdiction was transferred 
from tiie federal government to tiie states in California, Mimiesota, Nebraska, Oregon, 
Wisconsin, and tiie territory of Alaska. Congress also took action to transfer tiie federal 
Indian Healtii care program from tiie BIA to tiie U.S. Public Health Service (The Transfer 
Act of 1954) in an attempt to improve tiie healtii of tiie Indian people. More Indian children 
were also permitted into public schools off Indian resetvations when tiie Federal Impact 
Aid Act of 1950 (FX. 81-874) provided additional funds to sciiool districts with 
enrolhnents of school children residing on nontaxable federal lands or on military bases. 

The BIA's own administrative policies during tiiis time were also characterized by 
assimilationist efforts. For example, increased federal funds were sought to relocate 
Indians to cities for jobs or job training. Many of the young Indians were provided with 
special funding to relocate to tiie cities and once tiiere, were often resettled by the BIA in 
areas where tiiey had littie contact witii otiier Indians. As a result of tiiis isolation, many of 
tiie relocatees failed to adjust to city life and subsequentiy returned to the reservation, some 
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only to be sent again on another relocation. Those who remained in the city often did so 
only because there were no jobs on the reservation. As the years passed, more Indians 
moved to cities, but most have continued to maintain contact with their reservation families 
with the desire to return to the reservation (Native American Research Group, 1975). 

While the relocatees of this era did not always fare well, the Indian.tribes who were 
terminated were for the most part devastated After years of attempting to become part of 
the mainstream and remain economically self-sufficient, the end result of the nev/ "freedom 
from federal trusteeship" for the terminated tribes was increased poverty. Widi tiiis 
experience and the anticipation of more of the same, one tribe, die Menominees of 
Wisconsin, embisffked on a course to regain their trust status with the federal government. 
Although failure of the termination policy was denounced by a succession of presidents, 
the policy did not end officially until 1973, when the Menominee Restoration Act was 
signed into law (Fixco, 1986). 

Some other important changes began to occur in the 1960s as the national War on 
Poverty was initiated Indians became recognized as one of the most impoverished 
minority groups in the United States an^J/as such became eligible for a number of programs 
funded by the Office of Economic Oppi>rtumty (OEO). Some tribes were able to administer 
their own programs such as Headst^ healtii outreach, economic development, legal 
advocacy, job training, and ixmovative community improvement projects. 

Throu^ OEO, Indians were given a new point of access to federal programs. An 
"Indian Desk" in OEO was established with the appointment of a special liaison to handle 
Indian concerns. Over the next decade, this practice became increasingly common at the 
federal departmental level as well as at some levels in various state governments. 

Despite the introduction of the OEO programs, the pivotal role of the BIA in the 
lives of reservation Indians remained unchanged and was, in fact, reinforced because a 
number of legislative amendments began to set aside federal funds for Indians not being 
served by the states. As a result of these changes, the BIA soon emerged as the "51st 
State" (on paper) and was supplemented with its own allocation with special program 
monies earmarked for use on federal reservations by tribes. For example, when the 
Elementary and Secondary Education Act (P.L. 89-10) was enacted, the BIA along with 
the states, was allocated funds by the U.S. Department of Health, Education and Welfare to 
supplement budgets for schools with substantial number of children from low-income 
fantilies. 

As the issues of civil rights and economic opportunity began to lose momentum in 
face of the escalated U.S. involvement in the Viet Nam confUct, Sidian leaders and 
organizations continued to press for a new fedwal Indian Policy reflecting the ptdlosophy 
of self-determmation as proclaimed by President Nixon in 1970. This presidential 
proclamation was issued during the height of public protests against governmental policies. 
Indian groups and their supporters were receiving considerable media attention here and 
abroad with such protests as the occupation of the Alcatraz Island, the show of force over 
fishing rights in Washington state, the occupation of Wounded Knee, South Dakota, and 
the eventual trek across the United States during the Trail of Broken Treaties, as well as the 
temporary take-over of the BIA offices in Washington, D.C. The Wounded Knee protest 
resulted in a promise of congressional inquiry by then Senator James Abourezk who, as 
chair of the Senate Select Committee on hdian Affairs, obtained congressional support to 
establish the American Indian Policy review Conmiission. The special two-year study 
yielded volumes of reports, but did not produce an overall or more coherent federal Indian 
policy. 



Independent of the activity over the American Indian Policy Review Commission, 
other impressive legislation benefitting Native Americans was passed during the 1970s. 
For example, public and political outcry over the public schools' misuse of educational 
funds for Indian children resulted in the passage of the 1972 Indian Education Act (P.L. 
92-318). This law established an Office of Indian Education within the U.S. Department 
of Education to help monitor and evaluate funds going to educational institutions serving 
Indian children, youth, and adults. In addition, legislative actions during the 1970s 
included: (a) the Indian Financing Act of 1974; (b) the Indian Self-Determination and 
Education Assistance Act of 1975; (c) the Indian Health Care Improvement Act of 1976; (d) 
Indian Child Welfere Act of 1978; (e) Tribally Controlled Community College Assistance 
Act of 1978; and (f) the American Indian Religious Freedom Act of 1978. Although the 
benefits of each of these laws were and arc important, the Indian Self-Determination and 
Education Assistance Act (P.L. 93-638) is the most well known of these acts because it has 
enabled tribes to subcontract and administer programs formerly under the BIA or Indian 
Health Services. 

Today, despite the desire for increased self-determination by most tribes, financial 
resources of the tribes are inadequate. Gains made towards self-sufficiency during the 
1960s and early 1970s iiave been curtailed severely or cancelled as the national budgets 
have been cut and/or slated for phase-outs. 

Government Poiicies and TmpHcarions fo r Individuals with Disahiliries 

The fact tiiat Indians live on federal lands and are served separately by the BIA and 
hidian Health Service (IHS) has given rise to perceptions that reservation dwellers are 
"outside" state jurisdictions and services. This and other cultural misunderstandings have 
compounded the resource access problems for individuals with disabilities in many Indian 
communities. In an effort to combat this problem, a few Indian communities have begun to 
develop their own resources for people with disabilities although they arc often besieged by 
the lack of funds and/or other support These "new developments" have only been 
possible because of changes to the existing laws regarding services for people with 
disabilities which allowed for set-aside funds. 

The reservation lands, for the most part, are unproductive and are inadequate to 
sustein stable economic support for those who live on them. Most of the formal 
institutions on the reservations arc owned or operated by non-Indians, i.e., the health care 
system, the educational system, the churches, and the governmental agencies. English is 
the official language and the majority of the top-level administrative and professional 
services for, or on behalf of, Indian people are provided by non-fodians. 

The reservation land is held in ffust by the federal government and, in some 
instances, may be "leased" to non-Indian ranchers, miners, oil companies, farmers, and 
others. All of this complicates the existing tangles of the federal government-Indian 
relationship. Many of the people who are ill or disabled have to travel extensive miles to 
receive health or other needed services. In many Indian communities, modem 
conveniences which are taken for granted in the dominant society are non-existent in the 
American Indian communities. For example, less tiian 10% of those who live on the 
Navajo reservation have telephones and less than 40% have indoor plumbing or potable 
water. In addition, some states arc rcluctant to recognize Indian citizens or to develop 
roads, water or services for the rcservation-rcsidents in tiieir state because of taxation 
issues. Reservations thus form pockets of abject poverty, under-employment, poor health, 
and poor housing, all of which are symbolic of a dependent culture. 



Economic dependency, psychological depression, and poverty result in passive 
resistance at best and helplessness at worst Throughout history every type of social 
reform known to planners has been introduced or practiced on Indian reservations for short 
periods of time and then phased out without comparable replacements* 

Despite die con^lex bureaucratic layer, most Indian communities maintain a social 
strocture that is e|]alitarian, informal, and although not always visible to non-Lidiau 
administrators, ti)^tly integrated Non-Lidian administrators may perceive the whole 
reservation as one community with social unity and a cooperative spirit to work together. 
The "functioning" fodian conomunities, however, are actually smaller and generally revolve 
around extended feunilies, church groups, and other "common cause" groups, who are 
responsible for getting things done. The social organization of most Indian communities is 
adaptable, fluid and in many instances, holds the power to deal with issues affecting the 
individual, family, or the tribe. 

In the conq)le5dty of multiple governmental levels, people with disabilities arc often 
confused and imcertain as to the nature and type of services available, and agencies such as 
Rehabilitation Sendees Administration (RSA), Office of Special Education Programs 
(OSEP), Administration on Developmental Disabilities (ADD), Office of Qvil Rights, and 
tiie Department of Healtii and Human Sendees are relatively unknown. The reasons for 
this vary fipom one Indian community to tiie next Toubbch (1987) cited a number of these 
barriers, including ineffective planning, jurisdictional problems, and inadequate financial 
resources (p.4). 

In the discussion of rehabilitation services for one Indian tribe, Morgan, Guy, Lee, 
and Cellini (1986) explamed why they tiiink mainstream vocational rehabilitation for the 
tdbe in question has failed: 

One reason is that the provision of vocational rehabilitation services to members of 
racial or cultural minority groups (including American Indians) was not emphasized 
until the early 70s. And since that time, rehabilitation programs and facilities have 
done litrie to improve the employment prospects of dibbled Lidian populations. 
Another reason is that the rehabilitation niovement has operated under the 
assumption that jobs are available, and the process of rehabilitation involves 
matching the disabled with suitable and avmlable employment This assumption 
may not be tme for American Indiar^s since the unemployment rate among the 
140,000 Navajos residing in New Mexico, Utah, and Arizona has recently been as 
high as 75% (p. 25). 

The authors also note that cultural differences is another important factor (Morgan et 
al., 1986). The lack of culturally relevant programs has led to a breakdown in 
communication and/or conflicts with values, lifestyles, and beliefs of the Indian clients. 
Hammond (1971) also noted that the "remoteness of many Indian reservations from urbrji 
areas and existing facilities and the low population density of rural reservations" as 
discouraging successtul rehabilitation efforts (p. 279). According to Hammond (1971), 
these problems, plus the isolation of Indian reservations^ are reasons why professional 
[non-fiidian] workers are reluctant to participate in rehabilitation programs on reservations. 

Similar problems occur in the area of special education for Indian children with 
disabilities. Ramirez and Smith (1978) of the Council for Exceptional Children stated that 
the educational problems of Indian children are enormc!is and that Indian children with 
handicapping conditions have been denied access to the specialized services they require. 
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As noted by the authors, part of the confusion in providing special education services stem 
from the many different educational delivery systems-public, private, federal, and 
community-controlled schools that exist on reservations. Financial incentives such as per 
capita funds provide an impetus for serving handicapped children. 

Services and resources for people with disabilities have been made possible through 
federal state and grants, such as the Education for all Handicapped Act (PX. 94-142); 
Rehabilitation Act of 1973, as amended recently; and the Carl D, Peridns Vocational 
Education Act (P-L, 98-524), The participation of handicappec children in BIA and 
Indian-controlled schools was made possible by appropriation of special education funds to 
the BIA from the U,S, Department of Education, The Rehabilitation Act and Vocational 
Education Act also havf^. provisions for participation of Lidian tribes. 

Where sendees exist, there are also many gaps. For example, most available 
services in Indian communities are for school age children and not adults or those who are 
more severely disabled In addition, when Indian youth with more severe disabilities reach 
the age of 21, they must either leave the reservation for services or return home. Once 
home, many regress because they are no longer in any training or educational y Jgrams 
available to them near their homes. Important changes reflecting these problems can be 
seen through the establishment of tiiree Indian vocational rehabilitation programs, the 
Navajo, Shoshone-Bannock of Idaho, and Qiippewa-Cree of Rocky Boy, Montana, which 
attempt to deliver services within the context of their respective reservations. 
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ANALYSIS OF THE PREVALENCE OF DISABILITY AMONG 
AMERICAN INDIANS: SCHOOL-BASED DATA 



The primary purpose of this study was to determine prevalence rates of handicapping 
conditions among American Indian students. A secondary purpose was to compare such 
prevalence rates with prevalence rates among other minority groups and among Whites, 
This information is important in order to provide information relative to the future 
rehabilitation needs of adults fix)m this minority population. 

Two data sources were used in this study. The first was the Fall, 1984, survey 
conducted by the U.S. Department of Education, Office of Civil Rights. The second data 
source used was 1986 enroUment data supplied by the U.S. Department of Interior, Bureau 
of Indian Affairs. 

Deteramiing the prevalence of handicapping conditions among American Indian 
students and comparing these prevalence rates to other minority groups and to the 
population at large is a complex procedure. It would not be accurate to simply determine 
prevalence rates for the school population at large and assume identical prevalence rates for 
American Indians. Numerous studies have shown that prevalence rates are different for 
minority chUdren than for White children. When the percentage of enrolled mmority 
students is considered, disproportionately high and low identification rates have been found 
for certain minority groups in certain handicapping conditions. 

In addition, there arc systematic differences in prevalence rates and patterns of 
minority children across handicapping conditions, across sections of the United States, and 
fix)m state to state. For this reason, analyses of prevalence rates of American Indians and 
other minorities should make individual states the unit of study, rather than considering data 
only fiom the nation as a whole. 

American Indian students attend both public schools and schools administered and 
staffed by the Bureau of Indian Affairs, as well as private schools. Accordmg to the 1980 
U.S. Bureau of the Census report, just over one half million American Indian children are 
enrolled in schools in this country, with approximately 306,000 attending public schools. 
This latter figure may be somewhat low, since the U.S. Office of Civil Rights, after 
examining data fiom their 1984 survey, projected slighdy over 400,000 American Indian 
students in public schools in this country. In addition, slightly over 40,000 students attend 
Bureau of Indian Affairs schools. Therefore, Bureau schools serve only 10%, plus or 
minus 2%, of all American Indian students in the country (Cordova, 1987). 

From this data, it can be seen that BIA data alone is insufficient for describing the 
status of American Indians nationally, since only a small percentage of American Indian 
students are educated in the BIA systenL Therefore, in this study, public school data as 
well as BIA data is analyzed. Data firom all 50 states is analyzed in order to arrive at the 
most accurate estimates of handicapping conditions among American Indian students 
between the ages of 5 to 21 years in this country. 

Source of Data 

Two major sources of secondary data were used. A comprehensive survey of the 
number of children served in public schools by handicapping condition was conducted by 
the U.S. Department of Education, Office of Civil Rights, and enrollment data was available 
from the U.S. Department of the Interior, Bureau of Indian Affairs, Therefore, data for this 
study was obtained fiom the following two sources: 
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1. The Fall, 1984, Elementary and Secondary SchcMDls (E & S), U.S. Department of 
Education, Office of Civil Rights, Survey. 

2. Enrollment data for 1986 supplied by the U.S. Department of Interior, Bureau of 
Indian Affairs* 

Fall 1984 Elementary and Secondary Schools 
Office of Qvil Rights Survey 

An aanual survey of children with handicapping conditions in elementary and 
secondary schools is required in order for the U. S. Department of Education, Office of 
CivU Rights (OCR) to fulfill its responsibilities under Tide VI of the CivU Rights Act of 
1964, Title IX of the Education Amendments of 1972, and Section 504 of the Rehabilitation 
Act of 1973* This survey has been administered since the 1967-1968 school year. The 
latest data pool was used for this study and is from the 1984-1985 sample survey. The age 
range could vary from 3-21 years to 5-21 years depending upon the state mandate for 
services to children with handicapping conditions. 

The OCR survey sample was selected from two levels: (a) district level survey entided 
ED 101, and (b) school level survey within selected districts entitled ED 102. The universe, 
or population to which sample estimates are to be projected, consists of all public schools 
(elementary and secondary) in the 50 states of the U* S. and Washington, D.C The 
sampling procedure consisted of two parts: (a) a stratified sample of districts based on size, 
and (b) a random sampling within each stratum^ School districts were the initial sampling 
unit to be selected Rrst, they were stratified into two sizes. Those with enrollment greater 
tiian or equal to 300 v/crt in one group, while districts with less than 300 students were in 
the other group. Sampling frames were generated for each stratum, and the districts were 
randomly sampled witiiin each stratum. 

Next, the individual schools were selected utilizing a similar sampling procedure. 
Individual schools witiiin each sampling district were selected for inclusion in tiie sample. 
All schools with an enrollment less than 100 were included. Schools with enrollment 
greater tiian or equal to 100 were subjected to a dual sampling selection scheme. First, all 
special education, vocational education, and disciplinary schools were automatically 
included in the sample which was, in effect, a judgement sample. Tlie rest were 
alphabetically arrayed and every tentii element selected from tiie fi:ame, until a quota of 100 
schools was reached. This last procedure constituted a systematic subsample. 

There were 2,250 districts drawn fix)m a universe of 15,950 districts tiiat had 
enrolhnents of 300 or more. These selected districts contained 32,495 schools and 
19,560,037 pupils. The second stratum (districts with enrollments less than 300) resulted 
in 1,260 districts being sampled from a total of 15,950 districts. These districts contained 
1,437 schools and 155,833 students. 

The following items of information were provided in the OCR survey data: (a) state 
name, (b) number of district; in tiie sample, and (c) number of schools witiiin districts in tiie 
sample. In addition, the district summary report included the name and address of each 
district, as well as the number of schools contained therein. 

Information in the OCR report was provided as subtotals for 5 types of categories: 
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1 . Racial/ethnic subcategories, including: 



(a) American Indian 

(b) Asian 

(c) Hispanic 

(d) Black 

(e) White 

2. Special education subcategories, including: 

(a) educable mentally retarded 

(b) trainable mentally retarded 

(c) speech impaired 

(d) seriously emotionally disturbed 

(e) specific learning disabilities 

3. Sex 

4. Limited English proficiency data (in the district summary reports only) 

5. Student enrollment in home economics, industrial art, and physical education classes 
(in the district summary reports only). 

In addition to reported values (actual counts from the survey itself), OCR reported 
projected values. The reported values were used to generate the projected values. For 
example, the total number of American Indians enrolled in public schools in the nation was 
projected from the number of American Indians reported in the survey. Projections were 
calculated for all variables for which the survey provided observed (reported) data. Both 
reported OCR data (actual data from the survey sample) and projected OCR data (OCR 
projections calculated from reported data) are discussed in this report Additional 
projections are made using a variety of data and were generated specifically for this report 

In determining projected values, OCR used the school or the district as the initial unit 
of analysis. The inflation or weighting factor (by which each sample value was multiplied 
in order to obtain the projected value) was the inverse of the probabilitv of inclusion in the 
sample. This factor needed to be increased upward to allow for missing and/or non- 
response districts originally selected (e.g., total eligible districts for the sample exceeded 
total actual respondent districts due to non-respor^se). Therefore, the inflation factor needed 
to be increased so as not to understate the projected values. 

The original sampling design depended upon the inclusion of districts that served as 
clusters containing more than 100 schools from which selected schools could be sub- 
sampled if they so chose. All special education schools within each district were to be 
included automatically. The remaining schools within each district were to be considered a 
systematic sample, with every tenth element drawn from an alphabetized frame. 

Of the 40 districts included in the final sample survey, only five proceeded to sample 
through the self-selection process. TTie weighting factor for self-selected districts was 
slightly altered. In their case, the weighting factor for the systematic sub-sample (non- 
special education schools) was the ratio of the total number of schools in the district divided 
by the number of schools in the systematic sub-sample. 
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The special education school data was then added on directiy after inflation by die 
above wei^ting factor. All of die above projections were aggregated and dien compared 
side-by-side with the computed universe parameters of the corresponding 1984 survey. 
This demonstrated the relative closeness, or accuracy, of die projection-weighting scheme in 
arriving at universe totals. 

BIA Enrollment Data 

The U.S. Department of Interior, Bureau of Indian Affairs (BIA) provided data on 
school-age children enrolled in BIA schools. This data was from students in BIA schools 
aged 5 thiDugh 21, was based on a child count conducted m die last week of September, 
1986, and mcoq)orated adjustments made by die schools as of October 22, 1986. The 
Bureau reorganized die enrollment data in order to show enrollments in all handicapping 
conditions in each of die 19 states in which die BIA maintains schools and has identified 
students who are handicapped The total enrollments of / merican Indian children in BIA 
schools were also supplied. Data from die following states was analyzed: 



1. 


Arizona 


2. 


California 


3. 


Florida 


4. 


Idaho 


5. 


Iowa 


6. 


Mississippi 


7. 


Maine 


8. 


Minnesota 


9. 


Montana 


10. 


New Mexico 


11. 


North Carolina 


12. 


North Dakota 


13. 


Oklahoma 


14. 


Oregon 


15 


South Dakota 


16. 


Utah 


17. 


Wyoming 


18. 


Washington 


19. 


Wisconsin 



(There are also BIA schools in Kansas, Louisiana, Michigan, and Nevada. However, 
BIA schools in diese states serve state recognized tribes. Therefore, these schools receive 
no BIA funds and diese children are represented in die OCR data, radier dian die BL\ data.) 

Comparing BIA and OCR Data 

Aldiough the data are similar, there are differences between the BIA and OCR data. 
First, die BIA data represents an actual count of aU students in the 19 states listed above 
who were students in BIA schools. The OCR data, on die odier hand, was not derived 
from surveying all schools in the U.S., but was instead derived from a sample of American 
schools as described earlier in this section. 



Another difference relates to the categories of handicapping conditions represented in 
the two sets of data* The OCR data listed the following hancficapping conditions: 

1 . educable mentally retarded 
2« trainable mentally retarded 
3« speech impaired 

4* seriously emotionally disturbed 
5 . specific learning disabled 

The BIA data, on the other hand, reported prevalence by categories that more closely 
parallel the PX- 94-142 categories* The data was further broken down into full-time versus 
part-time placement Full-time placement was defined as a placement in which the student 
spends 60% or more of his or her time in special education, while a part-time placement was 
defined as placement in which the student spends less than 60% of his or her time in special 
education* Full-time placements were reported for the following categories of handicapping 
conditions: 

L deaf 

2. blind 

3. severely multi-handicapped 
4* severely/profoundly retarded 

5 * severely emotionally disturbed 

6* specific learning disabled 

7 . mentally retarded 

8 * residential handicapped 

Part-time placements were reported for the following categories: 

1 * emotionally disturbed 

2* specific learning disabled 

3* mentally retarded 

4. multi-handicapped 

5. hard of hearing 

6« visually handicapped 
7 • orthopedically impaked 

8. other health impaured 

9. speech impaired 

10. residential handicapped 

By combining figures from the full-time and part-time categories, the following total 
categories were generated: 

L deaf and hard of hearing 

2. blind and visually handicapped 

3. multi-handicapped (combination of severely multi-handicapped and multi- 
handicapped) 

4. mentally retarded (combination of severely/profoundly retarded and mentally- 
retarded) 

5* seriously emotionally disturbed (combination of severely emotionally 
disturbed and emotionally disturbed) 

6. specific learning disabled 
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The OCR data did not include prevalence rates for the low incidence handicapping 
conditions. This was not judged to be a major problem, however, since relatively small 
numbers of children fall into these categories, and since prevalence rates for these conditions 
were made available by the BIA from their schools. 

A third difference in the two data sets used for this study is that the OCR data was 
obtained from a non-duplicated count for all categories* That is, any given handicapped 
child can appear in.one and only one category. In the BIA data, on the other hand, some of 
the students in Ac speech in^aired category and all of the students in the residential 
handicapped categcry were also counted in one otiier category* This artificially inflated die 
numbers and calculated percentages in the BIA data« The degree of inflation can be 
appreciated by comparing the BIA count which employs duplication, with a count of total 
actual students (non-duplicated)* Altiiough tiie official BIA count (conducted for the fiidian 
Schools Equalization Piograms) showed a total of 6,816 students with handicapping 
conditions, tiie BIA advises that tiiere are only 5,400 individud students. The difference 
between these two figures is due to the duplication process explained above for students 
with speech impairments and residentially placed students.. 

Non-duplicated counts are available from the U.S. Department of Education since the 
BIA is required to file a P.L. 94-142 report and since that report must be non-duplicated for 
all categories. However, it was decided to use the duplicated counts supplied by the BIA 
for the following reasons: 

1. The BIA indicated their ability and willingness to reorganize their duplicated count 
by state. This made it possible to examine the prevalence of handicapping conditions by 
individual state. The BIA indicated that it would not be possible to reorganize non- 
duplicated P.L. 94-142 counts by state. Thus, if this data were used, no state level 
breakdown would be possible. 

2. Although duplicated counts and prevalence percentages calculated from them 
would be inflated, the need for services might better be reflected in duplicated counts, since 
a given individual with a speech impairment who is also learning disabled would need two 
very different types of rehabilitation services. Thus, the duplication of the count of 
individuals in the speech impaired category might actually be more valuable for purposes of 
planning future rehabilitation services than would non-duplicated counts. 

Data from the BIA, tiierefore, should not be interpreted as accurate counts of absolute 
numbers within each category. 

Data Limitations . The major limitation of the current data sets is that the specific 
handicapping conditions identified by OCR and BIA are different in many cases. Therefore, 
it is difficult to compare results from the two data pools directiy, as well as to make uniform 
projections based on a common set of special education categories. 

For one thing, the BIA subtotals of "speech impaired" turn out to be spuriously high. 
This is due to a "double counting"; that is, the BIA counts any student who gets speech 
therapy as "speech impaired", even if such a student is also already categorized in some 
other special education category. 

This absence of a common set of specific handicapping conditions, as well as lack of 
reliable population parameter benchmarks, hinders development of statistical projections. 
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Results 



The results are organized as follows: 

L Descriptive data from the OCR survey and from the statistics reported by the BIA 
on the number and percentages of American Indians with handicappmg conditions nationally 
are piesentcd^ 

2. Projections from sample data to the total population of the total number of 
American Indians with handicappmg conditions nationally are present^. 

3. OCR and BIA data by individual states and/or Federal Regions are presented. 
Both rei)orted and projected data are used. 

4 Data comparing ethnic groups are presented, both for the nation as a whole and by 
individual states. 

Descriptive Data from OCR Survey and From 
BIA Enrollments 

Table 1 lists the number of American Indians and the percentage of the total American 
Indian enrollment in each handicapping condition for the total United States. 'These 
numbers were listed in, and the percentages were generated from, the OCR Report The 
percentages and numbers are presented graphically in Figiue L 

Table 1 



Number of American Indians by Handicapping Condition and Percentage of 

Total American Indian Enrollment 



Disability 


n 


% 


Learning Disabled 


7669 


5.28 


Speech Impaired 


3391 


2.33 


Educable Mentally Retarded 


1954 


1.34 


Seriously Emotionally Disturbed 


880 


.61 


Trainable Mentally Retarded 


461 


.32 



Total American Indians in Sample 145,331 
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Figure 1 

Distribution of Handicapping Conditions Within 
American Indian Population 
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■ American Indians 

Figure 2 depicts the niunbers in each OCR subcategory as a percentage of the total 
number of special education students in the survey. 

Figure 2 

Percentage of American Indian Special Education Population by 
Handicapping Condition within 
Total American Indian Special Education Sample 
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Table 2 lists data for the BIA Schools in the 19 states for which the BIA supplied such 
data. These numbers involved duplicated counts for students with speech impairments and 
students in residential placement The category of residential handicapped has a negligible 
effect, however, since only 37 students are so categorized However, the speech impaired 
category is the second largest in the BIA and, therefore, has a major effect on the data 
presented in Table 2. 

Inspection of Table 2 shows a total of 6,816 special education students enrolled in the 
BIA schools. However, the BIA advises tiiat there are only approximately 5,400 individual 
special education students. This difference of more tiian 1,400 students causes a major 
revision of the tabled value of 16.89% or 17.42% of all BIA students classified as 
handicapped to a corrected figure of 13.39% or 13.91% (the lower of tiiese figures is 
calculated without adding tiie 209 institutionalized American Indians with han^^apping 
conditions sent firom BIA schools to specialized settings, the higher figure takes these 
students into consideration). 



Number and Percentage of Total Enrollment in BIA Schools for Each 

Handicapping Condition 



Table 2 



BIA Enrollment 



N 



% 



Full Time 
Deaf 
Blind 

Severely Multi-Handicapped 
Severely/Profoundly Retarded 
Seriously Emotionally Disturbed 
Specific Learning Disabled 
Mentally Retarded 
Residential Handicapped 



4 
2 

103 
30 
134 
963 
311 
11 



.01 
.005 
.26 
.07 
.33 
2.39 
.77 
.03 



Part-Time 

Emotionally Disturbed 
Specific Learning Disabled 
Mentally Retarded 
Multi-Ifendicapped 
Hard of Hearing 
Visually Handicapped 
Orthopedically Impaired 
Other Health Impaired 
Speech Impaired 
Residential Handicapped 



129 
2,553 



2,315 
26 



77 
52 
16 
6 
26 
58 



.32 
6.33 
.19 
.13 
.04 
.01 
.06 
.14 
5.74 
.06 
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Table 2 (Continued) 

Number and Percentage of Total Enroll.nent in BIA Schools for Each 

Handicapping Condition 



BIA Enrollment N 



Full-Time/Part Time Combined 



Mentally Retarded 
Specific Learning Disabled 
Seriously Emotionally Disturbed 
Multi-Handicapped 
Hearing Impaired 
Visually Inq)aircd 
Orthopedic^y Impaired 
Other Hcaltii Impaired 
Speech Impaired 
Residential Handicapped 


418 
3,516 
263 
155 
20 
8 

26 

58 
2,315 
37 


1.04 
8.72 
.65 
.38 
.05 
.02 
.06 
.14 
5.74 
.09 


Total Part-Tune/FuU-Tune 


6,816 


16.89 


Total Special Education (including 209 




Institutionalized) 


7,025 


17.42 


Total BIA Enrollment 


40,322 





The Bureau of Indian Affairs was not able to specify precisely where the duplicated 
counts occurred* However, they do make PX. 94-142 counts to the U.S. Department of 
Education^ This data is non-duplicated for all categories. The data as of October 1, 1985, 
(the year prior to the one studied for this report) indicated the following enroUments in 
special education: 

1 . Learning Disabled 3,057 

2. Speech Impaired 1,250 

3 . Mentally Retaided 502 

4. Emotionally Disturbed 257 

5. Hard of Hearing and Deaf 31 

6 . Multi-handicapped 195 

7 . Qrthopcdicaliy Impaired 3 1 

8 . Other Health Impaired 28 
9 • Visually Handicapped 1 3 

10. Deaf-blind 0 

11. All conditions 5,364 

Comparing this non-duplicated data for 1985 with the duplicated counts for 1986 in 
Table 2 leads to the conclusion that the bulk of the duplication probably involves the two 
categories of speech impairment and learning disabilities. 
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Tabic 3 is an attempt to provide a comparison of OCR survey percentages for 
American Indians in each category, BIA percentages in each category, and percentages in 
each category for the U,S. population as a whole. Not all categories of handicapping 
conditions list three percental since the categories in each of the three data sets are not 
identical. BIA percentages were computed using a total enrollment figure of 40,322; OCR 
percentages were computed using a total enrollment figure of 145,331 American Inctians 
surveyed The percentages served in public schools for the U*S* population as a whole 
during 1984-1985 were computai ftom numbers in the Eighth Annual Report to Congress 
(U.S. Department of Education, 1986) and are numbers reported by states. Percentages 
were calculated using a national enrollment figure of 38,925,000 given in the same report. 

Table 3 

Comparison of Percentages by Handicapping Condition from OCR, BIA, 

and U.S. Population Data 



Category BIA% OCR% U.S.% 



Mentally Retarded 1.04 1.66 1.84 

Specific Learning Disabled 8.72 5.28 4.73 

Seriously Emotionally Disturbed .65 .61 .96 

Multi-Handicapped .38 .18 

Hearing Impaired .05 .18 

VisuaUy Impaired .02 .08 

Orthopedic^y Impaired .06 .15 

Other Health Impaired .14 .18 

Speech Impaired 5.74 2.33 2.90 

Deaf-Blind .005 

Residential Handicapped .09 



Total Special Education 16.89 9.88 11.20 



Inspection of these tables reveals that when comparing American Indians to the U.S. 
population at large, a larger percentage of American Indians in some but not all 
handicapping conations was found. Categories in which either BIA or OCR data reveals a 
greater percentage of American Indians than the percentage for the U.S. population at large 
includes specific le^ing disabilities in both BIA and OCR data, speech impaired in the BIA 
data, and multi-handicapped in the BIA data. TTie most striking disparity is the area of the 
learning disabilities, where 8.72% of BIA students are classified learning disabled compared 
to 5.28% of American Indians in the OCR survey of public schools, and 4.73% of the U.S. 
school population at large. 

There is also a disparity between the total percentage of American Indians classified in 
all of the handicapping conditions by the BIA (16.89%) and the percentage (11.20%) 
reported for the U.S. school population at large. The figure for the OCR data (9.88%) is 
not directiy comparable since it includes only four handicapping conditions. A more 
comparable percentage can be calculated by calculating percentages for the U.S. population 
at large and for the BIA, aggregated across only those four categories also reported in the 
OCR data (mentally retarded, specific learning disabled, seriously emotionally disturbed, 
and speech impaired)- The percentage for the U.S. population at large is 10.42%, 
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compared to 9.88% for American Indians in the OCR-surveyed public schools, and 16.15% 
forthft^IA schools. 



Discussion. There arc differing prevalence rates among American Indians in BIA 
schools, American Indians in public schools, and prevalence rates in the public school 
population at large. The lower prevalence rates among American Indians in public schools 
than amcMig the public school population at large found in the OCR survey is unexpected, 
since the lower socioeconomic status of American Indians, as well as less desirable 
environmental conditions, would suggest a higher prevalence among American Indians. 

Prevalence rates in the BIA were compared with prevalence rates among the school 
population at large as measured by tiie OCR survey. It was found that the BIA identifies a 
higher percentage of students than is identiLfied in the school population at large. 

No judgement concerning the appropriateness of these figures and discrepancies can 
be made, however, since there are no scientifically derived conclusions available concerning 
the "real" prevalence of these conditions among American Indians.. 

Inspection of Tables 1, 2, and 3 reveals tiiat the largest part of tiic discrepancy among 
the BIA, the OCR, and tiie school population at large is accounted for by the categories of 
learning disabilities and speech unpairraent These categories may be spuriously high for 
the BIA, however, since tiheir count in the area of speech impairment is a duplicated count 
That is, die BIA counts any student who receives speech therapy as speech impaired, even 
though that student may also be classified and counted in some other category such as 
learning disabilities. It does appear, however, tiiat learning disabilities are identified more 
fi^cquendy among American Indians tiian in the school population at large, and more 
fiequcndy among children in the BIA schools tiian among American Indians surveyed for 
the OCR study (a random sample of public schools located in all 50 states and Washington, 



Categories in which the percentage for American Indians in BIA or OCR data is 
smaller tiian tiiat for the population at large includes tiie mentally retarded in botii BIA and 
OCR data, seriously emotionally disturbed in both BIA and OCR data, and hearing 
impaired, visually impaired, ortiiopcdically impaired, and other healtii impaired in BIA data. 
The category of seriously emotionally disturbed in tiie BIA data is .65% and the OCR data 
.61% as compared to .95% for the population at large. 

The smaller percentages in the BIA data tiian in tiie data for the nation at large in tiic 
areas of hearing impaired, visually impaired, ortiiopcdically impaired, and otiier healtii 
impaired is also apparent These arc categories in which conditions on die reservation 
would suggest a higher, ratiier tiian a lower, prevalence tiian in tiie population at large. For 
example, it has been reported tiiat among Native Americans, Alaska Natives, and Canadian 
Eskimos, tiiere is an average prevalence rate of otitis media (caused by fiequent middle ear 
infections and often leading to hearing impairment) of 20 to 70% (McShanc and Mitchell, 
1979; Nortiiem, 1976). Weit (1979) suggests tiiat otitis media is about fifteen times more 
conirnon among Native Americans than among Anglos and suggests socioeconomic 
conditions, medical care, immune deficiencies, and eustachian tube dysfunctions as possible 
causes for tiie disparity. Given such estimates, it is unusual to find such low prevalence 
rates for hearing impairment in BIA schools. 

OCR and Other Projections 

On the basis of tiie figures compiled ftr)ra tiie OCR survey sample, projections were 
made by OCR to tiie entire U.S. population. Projected data was calculated by multiplying 
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the school or district level data elements by the corresponding district's sample weight and 
then aggregating to the required state or national level Data reported firom districts whose 
schools were subsampled was first weighted by calculating the total number of actual 
regular schools divided by the number of subsampled regular schools. Table 4 presents the 
OCR projections of the total number of American Indians with handicapping conditions in 
the United States for each handicapping condition, along with the BIA acmal counts for each 
of these same categories* 



Table 4 

OCR Projected Prevalence of Handicapping Conditions Among American 
Indians and Actual BIA Counfs for Analagous Categories 



Category 


OCR 
H 


BIA 


Total Proj. 
H 


Educable Mentally Retarded 
Trainable Mentally Retarded 
Speech Impaired 
Seriously Emotionally Disturbed 
Specific Learning Disabled 


4,963 
991 
8,948 
1,853 
18,881 


77 
311 

2,315 
263 

3,516 


5,040 
1,302 

11,263 
2,116 

22,397 


Total 


35,636 


6,482 


42,118 



Examination of these numbers shows that approximately 22,397 learning disabled, 
11,263 speech impaired, 5,040 mildly retarded, 1,302 moderately retarded, and 2,1 16 
seriously emotionally disturbed American Indians will be exiting BIA or public schools in 
the U.S. during the next twelve years. 

Table 5 shows frequencies and percentages of other low incidence handicapping 
conditions among children in BIA schools. These conditions were not counted or projected 
in the OCR. survey. The percentages can be projected from the BL^ data to the Amer "'^n 
Indian enrollment in public schools across the country (projected by OCR to be 364,. i3). 
Acmal enrollments for these conditions in BIA schools are quite sniail and projections made 
from such small numbers are likely to be inaccurate* With these cautions. Table 5 presents 
BIA frequencies and projections of BIA frequencies to the national American Indian 
enrollment in public schools for the low incidence handicapping conditions. 



Table 5 



BIA Enrollments and Projections of BIA Enrollments for Low-Incidence 
Handicapping Conditions to American Indians Enrolled in Public Schools 



Category 


BIA 
-N 


BIA 

% 


Proj. 
-N 


Multi-Handicapped 


155 


.38 


1,384 


Hearing Impaired 


20 


.05 


182 


\^isuaUy Impaired 


8 


.02 


73 


Orthopedic^y Impaired 


26 


.06 


218 


Other Health Impaired 


58 


.14 


510 


Total 


267 


.65 


2,367 



Table 5 provides an indication of the number of American Indians in low incidence 
handicapping conditions in tiie U.S. These students will be exiting tiie schoo.' system and in 
need of rehabilitation services over tiie next twelve years* By combining totals from Tables 
4 and 5, tiie total number of projected American Indians witii handicapping conditions in 
BIA and in public schools in tiiis country in botii high incidence and low incidence 
handicapping conditions is 44,485 children* 

Individual State Data 

Table 6 presents tiie percentage of American Indians in each state and Washington, 
DC, who were classified into any category of special education treated in tiie OCR survey* 
These percentages are obtained by summing over all categories and dividing by each state's 
total Ainerican Indian enrollment in tiiose schools surveyed (Surv* A*L.). This is not to be 
confused witii the total American Indian enroUment in each state. Those figures have been 
projected by OCR and are also included in Table 6 (Tot* Proj. A.I*)* Also presented in 
Table 6 is a category entitied Total Projected Handicapped American Indians (ToL Proj. 
H*A.I.). These numbers were calculated by tiie autiiors by adding OCR projections for 
each state across categories of educable mentally retarded, trainable mentally retarded, 
speech impaired, and seriously emotionally disturbed 
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Table 6 



Percentage of American Indians by State Enrolled in Special Education, 
Number of American Indians Surveyed, Total Projected American Indian 
Enrollment, and Total Projected Handicapped American Indians 









Tot. 


Tot. 


State 


% 


Surv. 


Proj. 


Proj. 






A.I. 


A.I. 


H.A.I. 


Alabama 


5.82 


2,371 


7,740 


452 


Alaska 


13.20 


9,982 


20,157 


2,571 


Arizona 


9.62 


17,187 


58,270 


4,781 


Arkansas 


9.29 


226 


447 


40 


California 


6.40 


10,914 


27,393 


1,616 


Colorado 


5.42 


2,216 


2,985 


161 


Connecticut 


2.52 


436 


1,084 


37 


Delaware 


13.13 


99 


125 


18 


D.C. 


0.00 


34 


34 


0 


Florida 


5.29 


1,513 


1,909 


95 


Georgia 


2.55 


275 


418 


7 


Hawaii 


4.20 


429 


432 


18 


Idaho 


12.58. 


1,613 


2,553 


295 


Illinois 


13.25 


845 


1,556 


286 


Indiana 


1.27 


471 


1,152 


10 


Iowa 


11.00 


673 


1,076 


124 


Kansas 


8.40 


1,564 


3,453 


305 


Kentucky 


5.41 


74 


106 


6 


Louisiana 


5.05 


555 


775 


37 


Maine 


15.34 


163 


320 


44 


Maryland 


9.95 


784 


806 


79 


Massachusetts 


.59 


508 


753 


2 


Michigan 


5.39 


2,989 


1,6575 


907 


Miimesota 


15.23 


4,485 


9,832 


1,972 


Mississippi 


4.71 


191 


313 


13 


Missouri 


8.22 


304 


641 


45 


Montana 


11.81 


5,749 


21,241 


2,662 


Nebraska 


14.17 


1,016 


1,482 


179 


Nevada 


8.90 


2,145 


3,536 


348 


New Hampshire 


7.50 


40 


55 


3 


New Jersey 


3.95 


354 


899 


'■n 


New Mexico 


8.86 


14,590 


24,057 


2,311 


JNCw loric 


D./O 


1 111 
1,111 


i,Ui4 


lly 


North Carolina 


11.48 


14,549 


33,468 


3,859 


North Dakota 


15.71 


3,265 


7,089 


1,040 


Ohio 


3.15 


667 


1,944 


82 


Oklahoma 


9.59 


17295 


58,945 


6,032 


Oregon 


11.94 


3141 


6,346 


738 


Pennsylvania 


12.31 


528 


1,495 


139 


Rhode Island 


10.32 


310 


446 


61 


South Carolina 


10.64 


329 


1,210 


179 


South Dakota 


12.92 


3909 


7,545 


909 


Tennessee 


11.40 


193 


301 


36 




'J,' 29 


42 







Table 6 (Continued) 



Percentage of American Indians by State Enrolled in Special Education, 
Number of American Indians Surveyed, Total Projected American Indian 
Enrollment, and Total Projected Handicapped American Indians 









Tot. 


Tot. 


State 


% 


Surv. 


Proj. 


Proj. 






A.I. 


AJ. 


H.A.I. 


Texas 


6.52 


1870 


3,561 


239 


Utah 


11.22 


2737 


4,281 


558 


Vermont 


12.82 


39 


92 


12 


Virginia 


8.47 


602 


820 


61 


Washington 


9.34 


6,743 


13,553 


1,203 


West Virgima 


11.76 


51 


70 


6 


Wisconsin 


9.13 


2,277 


6,262 


600 


Wyoming 


13.04 


920 


1,676 


236 


Totals 




145,331 


364,313 


35,636 



Upon inspection of Table 6, it is apparent that the percentage of American Indians 
classified as handicapped varies greatly fiom state to state. This figinre varies from a high of 
15 Jl% in North Dakota to lows of ,59% in Massachusetts and 0% in Washington, DC. It 
is also apparent &om the actual fi:equencies of American Indians with handicapping 
conditions that there are concentrations of American Indian special education students in 
certain states roughly corresponding to die states with the hi^est total population of 
American Indians. There are 28 states who have at least 100 projected American Indians 
with handicapping conditions. Listed alphabetically, they are'^die followmg: 



Alabama 


New Mexico 


Alaska 


New York 


Arizona 


North Carolina 


California 


North Dakota 


Colorado 


Oklahoma 


Idaho 


Oregon 


Illinois 


Pennsylvania 


Iowa 


Soudi Carolina 


Kansas 


Soudi Dakota 


Michigan 


Texas 


Minnesota 


Utah 


Montana 


Washington 


Nebraska 


Wisconsin 


Nevada 


Wyoming 



Table 7 shows the total number of American Indians with handicapping conditions for 
the 15 states with at least 500 American Indian special education studen-s. The 15 states are 
listed from the highest to the lowest number of students. 
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Table 7 



The 15 States Projected to Have At Least 500 Handicapped American 

Indians in Public Schools 





State 


ii 


1. 


Oklahoma 


6,032 


2. 


Arizona 


4,781 


3. 


North Carolina 


3,859 


4. 


Montana 


2,662 


5. 


Alaska 


2,571 


6. 


New Mexico 


2,377 


7. 


Minnesota 


1,972 


8. 


California 


1,616 


9. 


Washington 


1,203 


10. 


North Dakota 


1,040 


11. 


South Dakota 


909 


12. 


Michigan 


907 


13. 


Oregon 


738 


14. 


Wisconsin 


600 


15. 


Utah 


558 



Total 31,825 



It can be seen that these 15 states account for ahnost 90% (89*30%) of all projected 
American Indians with handicapping conditions in the five OCR categories (EMR, TMR, 
SI, SED, LD) in the nation's public schools. With the exception of North Carolina, it can 
be seen that tfiese states are located in the West and Midwest sections of the country. 

Table 8 presents the state by state analysis of the BIA enrollment data. (This data 
permits duplicated counts of students in the speech impaired category.) 
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Table 8 



Percentage of BIA Students Identified as Handicapped 
and Total BIA Enrollment by State 



Total BIA 

State % State Enrollment 



Arizona 


12.00 


12,712 


California 


3.55 


592 


Florida 


17.00 


100 


Idaho 


26.88 


93 


Iowa 


14.86 


74 


Maine 


13.29 


316 


Minnesota 


42.17 


600 


Mississippi 


23.71 


1,126 


Montana 


21.18 


340 


New Mexico 


16.58 


8,693 


North Carolina 


14.90 


946 


North Dakota 


18.92 


3,346 


Oklahoma 


14.92 


590 


Oregon 


23.52 


557 


South Dakota 


19.83 


9,119 


Utah 


28.89 


225 


Washington 


27.34 


267 


Wisconsin 


36.18 


304 


Wyoming 


16.15 


322 



Total 40,322 



Again, percentages of students identified as handicapped varies gready by state. Table 
3 shows that 16*89% of BIA students nationally are classified as handicapped. However, 
percentages vary across states from 42*17% in Minnesota to 3.55% in California. 

Table 9 presents the percentages of American Indians in each category for each state 
from :he OCR data. These percentages were calculated by dividing the total number of 
American Indian students found in each category by thf: total number of American Indian 
students enrolled in that state. 



Table 9 



Percentage of Americnn Indians by Handicapping Condition by State and 
Number of American Indians in Surveyed Schools 



Total A.I. 



State 


EMR 


TMR 


SI 


SED 


LD 


Surveyed 


Alabama 


1.86 


.34 


1.81 


.17 


1.64 


2,371 


Alaska 


.45 


.63 


3.36 


.30 


8.47 


9,982 


Arizona 


.86 


.42 


1.56 


1.00 


5.78 


17,187 


Aikansas 


M 


0.00 


1.33 


0.00 


7.52 


226 


California 


.30 


.07 


1.70 


.10 


4.22 


10,914 


Colorado 


.63 


.14 


.77 


.99 


2.89 


2,216 


Connecticut 


0.00 


0.00 


.69 


.69 


1.15 


436 


Delaware 


0.00 


0.00 


2.02 


0.00 


11.11 


99 


D.C. 


0.00 


0.00 


0.00 


0.00 


0.00 


34 


Florida 


.20 


.46 


1.39 


.66 


2.58 


1,513 


Georgia 


.36 


0.00 


1.82 


0.00 


.25 


275 


Hawaii 


0.00 


0.00 


.47 


.47 


3.26 


429 


Idaho 


1.80 


.43 


2.36 


0.00 


8.00 


1,613 


Illibois 


.83 


.24 


3.79 


.95 


7.46 


845 


Indiana 


.64 


0.00 


.21 


0.00 


.42 


471 


Iowa 


2.08 


.30 ■ 


.59 


1.34 


6.69 


673 


Kansas 


.83 


.38 


2.37 


1.09 


3.71 


1,564 


Kentucky 


1.35 


0.00 


2.70 


0.00 


1.35 


74 


Louisiana 


.90 


.18 


1.44 


.54 


1.98 


555 


Maine 


3.07 


.61 


3.68 


1.23 


6.75 


163 


Maryland 


.38 


.77 


2.04 


.64 


6.12 


784 


Massachusetts 


.20 


0.00 


0.00 


0.00 


.39 


508 


Michigan 


1.10 


.13 


.97 


.37 


2.31 


2,989 


Minnesota 


2.45 


.45 


3.46 


2.76 


6.11 


4,485 


Mississippi 


.52 


.52 


2.09 


0.00 


1.57 


191 


Missouri 


.99 


0.00 


1.64 


.99 


4.61 


304 


Montana 


1.04 


.38 


3.43 


.47 


6.49 


5,749 


Nebraska 


2.76 


.39 


3.15 


2.07 


5.81 


1,016 


Nevada 


.65 


.09 


1.96 


.09 


6.11 


2,145 


New Hampshire 


0.00 


0.00 


0.00 


0.00 


7.50 


40 


New Jersey 


0.00 


.28 


.56 


1.13 


1.98 


354 


New Mexico 


1.14 


.25 


1.54 


.41 


5.53 


14,590 


New York 


2.25 


.45 


.45 


.45 


2.16 


1,111 


North Carolina 


3.84 


.38 


2.01 


.19 


5.07 


14,549 


North Dakota 


1.93 


.25 


6.09 


.89 


6.55 


3,265 


Ohio 


.90 


0.00 


1.20 


.30 


.75 


667 


Oklahoma 


1.34 


.30 


3.32 


.09 


4.53 


17,295 


Oregon 


.35 


.35 


3.31 


.96 


6.97 


3,141 


Pennsylvania 


2 65 


.19 


1.70 


.95 


6.82 


528 


Rhode Island 


1.29 


.32 


1.29 


0.00 


7.42 


310 


South Carolina 


3.34 


.30 


3.65 


.91 


2.43 


329 


fJuth Dakota 


2.00 


.51 


5.55 


.51 


4.35 


3,909 


Tennessee 


1.04 


0.00 


2.07 


.52 


7.77 


193 


Texas 


.37 


.21 


1.82 


.37 


3.74 


1,870 


Utah 


1.02 


.18 


1.68 


3.22 


5.12 


2,737 


Vermont 


5.13 


0.00 


2.56 


2.56 


2.56 


39 
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Table 9 (Continued) 



Percentage of American Indians by Handicapping Condition by State and 
Number of American Indians in Surveyed Schools 



State 


EMR 


TMR 


SI 


SED 


LD 


Total A.I. 
Surveyed 


Virginia 


.83 


0.00 


1.83 


.50 


5.32 


602 


WaSiington 


1.33 


.22 


1.07 


.68 


6.04 


6,743 


West Virginia 


0.00 


1.96 


0.00 


3.92 


5.88 


51 


Wisconsin 


1.19 


.18 


2.37 


1.58 


3.82 


2,277 


Wyoming 


.54 


.22 


2.72 


.98 


8.59 


920 



Figure 3 presents this data graphically by selected state and federal region. 



Figure 3 

Percentiige of American Indian Special Education Population for the Top 15 
States by Handicapping Condition within Total American Indian Sample 
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Percentage of Handicapping Condition 



The prevalence rates in the various handicapping conditions vary greatly from state to 
state. Learning disabilities is the category in which most states have classified the largest 
percentage of their American Indian students. An unanticipated finding is the extremely 
small percentage of American Indians classified as educable or trainable mentally retarded in 
many states. California, for example, classifies only .37% of its American Indians in these 
two categories. This is somewhat surprising, since the most conservative expms estimate 
that the prevalence of mental retardation m Ae United States is at least 1% (Cegelka & 
Prehm, 1982). It would be reasonable to expect a higher percentage among American 
Indians given their lower socioeconomic levels. This phenomenon of extremely small 
percentages in the two categories of EMR and TMR along with extremely high percentages 
in the LD category can be observed in many, though not all, states. 

Appendix B-1 provides a list of the OCR projected numbers of American Indians in 
each state for each of the handicapping conditions. 

Table 10 presents the percentages of BIA students in each of the handicappiug 
conditions by state. The percentages were calculated from data supplied by the BIA. This 
data allows duplicated counts for students in the categories of speech impaired and 
residential handicapped. 

Table 10 

Percentage of Students in BIA Schools in Each State in Each Handicapping 
Condition and Total Number Enrolled in Each State. 



State 



% by Category 






MR 


LD 


SED 


MH 


HI 


VI 


01 


om 


SI 


RH 


Tot. En. 


AZ 


.71 


7.58 


.40 


.52 


.04 


.02 


.02 


.15 


2.57 


1.68 


12,712 


CA 


0.00 


3.04 


.51 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


592 


FL 


1.00 


16.00 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


100 


ID 


2.16 


16.13 


2.16 


0.00 


0.00 


0.00 


0.00 


0.00 


6.45 


0.00 


93 


lA 


0.00 


6.76 


1.35 


0.00 


0.00 


0.00 


0.00 


0.00 


6.76 


0.00 


74 


MS 


1.33 


11.19 


0.00 


.44 


.18 


.09 


.18 


.09 


10.21 


0.00 


1,126 



48 



35 



Table 10 (Continued) 



Percentage of Students in BIA Schools in Each State in Each Handicapping 
Condition and Total Number Enrolled in Each State. 



State % by Category 





MR 


LD 


SED 


MH 


HI 


VI 


01 


OHI 


SI 


RH 


Tot. En. 


ME 


2.54 


5.70 


1.59 


.32 


0.00 


.32 


0.00 


0.00 


2.85 


0.00 


316 


MN 


.17 


30.83 


1.50 


0.00 


0.00 


0.00 


0.00 


1.83 


7.83 


0.00 


600 


MO 


.29 


11.47 


.29 


.59 


0.00 


0.00 


0.00 


0.00 


8.53 


0.00 


340 


NM 


1.42 


9.56 


.41 


.67 


.07 


.04 


.09 


.05 


4.29 


.09 


8,693 


NC 


1.80 


6.66 


.74 


.32 


.21 


0.00 


.42 


.11 


4.65 


0.00 


946 


ND 


1.20 


5.68 


1.35 


.30 


.03 


0.00 


0.00 


0.00 


10.37 


0.00 


3,346 


OK 


2.04 


8.47 


.17 


0.00 


0.00 


0.00 


0.00 


0.00 


4.24 


0.00 


590 


OR 


2.69 


8.26 


.36 


.36 


0.00 


0.00 


.18 


.90 


10.77 


.54 


557 


SD 


.86 


8.84 


.91 


.02 


.03 


0.00 


.09 


.18 


8.92 


0.00 


9,119 


UT 


1.33 


16.44 


.89 


0.00 


0.00 


0.00 


0.00 


0.00 


10.22 


0.00 


225 


WA 


2.99 


10.49 


.75 


2.25 


.37 


0.00 


0.00 


.37 


10.11 


0.00 


267 


WI 


.98 


17.76 


4.60 


0.00 


0.00 


0.00 


0.00 


0.00 


12.83 


0.00 


304 


WY 


0.00 


8.08 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


8.07 


0.00 


322 



Appendix B-2 presents the numbers of BIA students in each of the handicapping 
conditions by state. 



Table 1 1 combines the number of American Indian children with handicapping 
conditions identified by both the BIA and OCR databases. The projected number of 
American Indians in each category of handicapping condition was calculated by adding OCR 
projected firequencies to actual counts supplied by the BIA. 

Table 11 



Projected Frequency of American Indians by Handicapping Condition by 
State and Total Projected American Indian EnroUknent by State 



State 












Tot. A.I.. 


Tot. A.I. 


EMR 


TMR 


SI 


SED 


LD 


Handi. 


Enrolled 


Alabama 


140 


31 


135 


13 


133 


452 


7,740 


Alaska 


115 


82 


650 


55 


1,669 


2,571 


20,157 


Arizona 


384 


263 


1,012 


558 


3,991 


6,208 


70,982 


Arkansas 


2 


0 


8 


0 


30 


40 


447 


California 


51 


23 


397 


33 


1,133 


1,637 


27,985 


Colorado 


16 


3 


23 


31 


88 


161 


2,985 


Connecticut 


0 


0 


6 


4 


27 


37 


1,084 


DeLtwaiie 


0 


0 


5 


0 


13 


18 


125 


D.C. 


0 


0 


0 


0 


0 


0 


34 


Florida 


4 


10 


25 


11 


62 


112 


2,009 


Georgia 


1 


0 


5 


0 


1 


7 


418 


Hawaii 


0 


0 


2 


2 


14 


18 


432 


JMio 


46 


9 


67 


2 


196 


320 


2,64(j 




Table 11 (Continued) 



Projected Frequency of American Indians by Handicapping Condition by 
State and Total Projected American Indian Enrollment by State 



Tot. A.I.. Tot, A.L 
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Oregon 


18 


30 
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1 /IOC 
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42 
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446 
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1 lOQ 
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Tennessee 




0 


6 


1 


26 


36 


301 


Texas 


10 


18 


55 


18 


138 


239 


3,561 


Utah 


59 


7 


98 


174 


285 


623 


4,506 


Vermont 


3 


0 


1 


4 


4 


12 


92 


Virginia 


7 


0 


13 


3 


38 


61 


820 


Washington 


165 


31 


166 


68 


838 


1,268 


13,820 


West Virginia 


0 


1 


0 


2 


3 


6 


70 


Wisconsin 


88 


29 


216 


131 


246 


710 


6,566 


Wyoming 


5 


2 


74 


18 


189 


288 


1,998 


Total Proj. 


5,040 


1.302 


1U63 


2.116 


22,397 


42,118 


404,635 



Figure 4 presents this data graphically by selc i state and federal region. 
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Figure 4 



Projected Numbers of American Indian Special Education 
Students for 21 States by Handicapping Condition 
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Inspection of Table 1 1 reveals that a total of 37,906 out of the total of 42,118 
American Indians with handicapping conditions in the nation (90%) attend public or BIA 
schools from the 15 states with an Au.erican Indian student enrolhnent of 500 or more. 
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However, a limited number of categories of handicapping conditions are portrayed in 
Table 11 The categories of multi-handicapped, hearing impaired, visually impaired, 
oithopedically impaired, and other health impaired are not listed, since they were not 
included in the OCR survey (percentages for these categories in the BIA data are ,38, ,05, 
•02, .06, and AA, respectively). Table 5 presented the projections to public schools using 
the OCR projected Ainerican Indian enrollment of 364,313. This resdted in projected 
enrollment of 2,367 obtained by multiplymg each of the above five percentages times 
364,313. 

It is not possible to make state projections for these low-incidence handicapping 
conditions by using the BIA percentages for each state, since only 19 states are included in 
BIA data. It is possible, however, to display national projections. 

Table 12 presents total national projections. These projections summarize the totals 
from Table 11 (OCR projected numbers plus BIA counts) and add calculated projections for 
low incidence handicapping conditions. These calculated projections for low incidence 
handicapping conditions were taken firom Table 5. 

Table 12 

Projections of Total Frequency of American Indian Students in All 
Categories of Special Education in Both Public and BIA Schools 



BIA + 

Category Proj, OCR ProjOCR BIA 

N N N 



Educable Mentally Retarded 5,040 

Trainable Mentally Retarded 1 ,302 

Speech Impakcd 1 1 ,263 

Seriously Emotionally Dis. 2,116 

Learning Disabled 22,397 

Multiply Handicapped 1,384 155 

Hearing Impaired 182 20 

Visually Impaired 73 8 

Qrthopedically Impaired 218 26 

Other Health Impaired 510 58 



Totals 42,118 + 2.367 + 267 = 44,752 



Table 12 reveals an overall projected prevalence of 44,752 American Indians with 
handicapping conditions in all categories in all states. 

Table 13 lists overall percentages calculated from the data in Table 12* That is, the 
overall number in each handicapping condition is divided by 44,752, 
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Table 13 



Projected Frequency and Percentage of Total American Indians 
by Handicapping Conditions 





IN 


70 01 iotal 


CQUCEDIC mCnlmiy KCtaiuCCL 


5,040 


11.26 


Trainable Mentally Retarded 


1,302 


2.91 


55neftch Tmnaired 


1 1 96'^ 




Seriously Emotionally Disturbed 


2,116 


4.73 


Learning Disabled 


22,397 


50.05 


Multiply Handicapped 


1,539 


3.44 


Hearing Impaired 


202 


.45 


Visually Iiiq)aircd 


81 


.18 


Qrthopcdically Impaired 


244 


.55 


Other Health Impaired 


568 


1.27 




44,752 


100.01* 



♦Sum is greater than 100% due to rounding 



Inspection of Table 13 reveals that over 50% of all American Indians with 
handicapping conditions are classified as learning disabled. 

Comparison of 5 Ethnic Groups 

In Table 1 , we reported the fraiuency and percentage of total enrolled American 
Indians for each handicapping condition as reported in the OCR survey. In order to 
compare die status of American Indians to other ethnic groups, percentages were calculated 
for 4 additional groups. Table 14 presents these percentages for American Indians, Asians, 
Hispanics, Blacks, Whites, and the total for all nunorities. (All percentages in this table 
were calculated fix>m the actual OCR survey data, not from OCR projected data). 



Table 14 

Percentage of Handicapping Condition by Ethnic Minority for All States 



v^icgory 


/iin* Jiicu 


Asion 


rUSp* 


JdI^CKS 


Tot.Min. White 


% 


% 


% 


% 


% 


Of 


EMR 


1.34 


.33 


1.02 


2.62 


1.90 


.92 


TMR 


.32 


1 O 

.18 


.25 


.38 


.32 


.25 


SI 


2.33 


1.34 


1.76 


2.20 


1.99 


2.50 


SED 


.61 


.12 


.39 


.85 


.64 


.70 


ID 


5.28 


1.66 


4.14 


4.26 


4.ul 


^..14 


Total % liand. 


9.88 


3.63 


7.56 


1' 


8.86 


8.51 


Total n 














surveyed 


145,331 


706,429 


2,557,777 


4,744,.#25 


8,154,462 


11,197,018 



Rgurc 5 presents this data graphically- 

Figure 5 

Percentage of Special Education Population for 5 Ethnic Categories 

by Handicapping Condition 




Asian Hispanic White American Indian Black 
3.65%*** 13.22% 57.86% .75% 24.52% 



Ethnicity 

"^"^Total percentage handicapped by ethnic category 
♦♦♦Percentages of total survey group by ethnic category 
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It can be seen from inspection of Table 14 and Rgure 5 that American Indians have the 
highest percentage of students with handicapping conditions of any minority group except 
Blacks* The learning disability category is the highest disabling condition among American 
Indians with 5*28% classified in this category, the highest percentage for any category in 
any group including Whites* 

These percentages were calculated only from OCR data and do not mclude BIA data* 
However, the total number of BIA students is so small compared to the total number of 
American Indian students in the nation (9*97%X that their addition would have a negligible 
effect on the percentages in the table* 

For example. Table 12 presented the frequency of handicapped American Indians in 
each OCR category by adding BIA counts to the projected (not surveyed) OCR numbers* 
Smce OCR projected 364,3 13 American Indians enrolled in pubUc schools, and the BIA 
enrolls an additional 40,322 (9*97% of all American Indians), the total combined projected 
American Indian enrollment is 404,635* Usmg this figure, the percentage of American 
Indians calculated from frequencies in each category taken from Table 12 are as follows: 

Educable Mentally Retarded 1*25% 

Trainable Mentally Retarded* 0*32% 

Speech Impaired 2*78% 

Seriously Emotionally Disturbed 0*52% 

Learning Disabled 5*54% 

It can be seen that these percentages are similar to those calculated from the reported 
OCR data alone* 

Fmn (1982) calculated similar percentages using the projected numbers (projected by 
OCR usmg weighted formula applied to OCR survey results) from the 1978 OCR survey* 
Appendix B-3 presents a comparison oi these percentages and the percentages calculated 
from OCR projections of the 1984 data. (It should be emphasized that the 1984 percentages 
in the table for Appendix B-3 were calculated from projected OCR data alone rather than 
from a combmation of the projected data and BIA counts* This was done in order to ensure 
that the data displayed for die two different years would be comparable* For this reason, the 
1984 percentages in this table do not agree exactly with those found in Table 14)* 
Inspection of diis table reveals that all ethnic groups, including Whites, have grown in the 
percentage of totally enrolled students identified as handicapped within each group* The 
American Indian category has grown 2*13% smce 1978* 

Since previous research (Finn, 1982) has shown that trends in prevalence vary by 
section of the United States, Appendix B-4 through B-8 present data from the OCR survey 
on percentage of different ethnic groups for each of the handicapping conditions* Inspection 
of die data tables reveals that prevalence rates vary gready across ethnic groups, categories 
of special education, and individual states* Table 15 aggregates the data in Appendices B4- 
B8 by combining all categories of special education so that the data for each state can be 
presented m one table* 

Table 16 presents percentages of American Indians in special education compared to 
the percentage of total enrollment for American Indians by state* 

Inspection of Table 16 reveals tliat 23 states have a larger percentage of identified 
students with handicapping conditions who are American Indians than their respective 
percentage of total enrollment who are American Indians* Included in these states are eleven 
of the fifteen states projected by OCR to have at least 500 American Indiaiis with 
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handicapping conditions in public schools. (Together these IS smtes account for 
approximately 90 percent of all projected American Indians with handicapping conditions in 
pi^blic schools). The eleven states are Alaska, Arizona, Klinnesota, Montana, North 
Carolina, North Dakota, Oiegon, South Dakota, Utah, Washington, and Wisconsin. 
Twenty-eig^it states have identified a lower percentage of students with handicapping 
C(>nditions who are .Ajnerican Indians tlum their respective percentages of total enrollment 
who are American Indians. 

Tabia 15 



Percentage of Special Education Students by Ethnic Group in OCR-Reported 
Handicapping Conditions in American Public Schools 



State 


N.A 


Asian 


His. 


Black 


Min. 


White 


Total 


AL 


5.82 


2.95 


6.76 


11.72 


11.54 


9.18 


10.20 


AK 


13.20 


4.75 


7.66 


14.19 


11.79 


7.93 


8.73 


AZ 


9.62 


4.87 


9.37 


13.34 


9.71 


8.67 


9.05 


AR 


929 


2.77 


10.00 


12.87 


12.58 


8.82 


10.02 


CA 


6.40 


2.78 


6.81 


9.45 


6.71 


7.76 


7.1i 


CO 


5.42 


3.06 


7.49 


9.32 


7.50 


6.58 


6.81 


CT 


2.52 


3.80 


12.31 


14.29 


12.92 


1,0.22 


11.06 


DE 


13.13 


3.82 


15.60 


20.72 


18.81 


11.02 


13.63 


DC 


0.00 


0.43 


2.88 


5.16 


5.05 


4.51 


4.94 


FL 


529 


3.99 


6.93 


12.41 


10.53 


8.50 


9.27 


GA 


2.55 


2.37 


5.34 


8.87 


8.68 


8.17 


8.40 


HI 


420 


6.62 


13.86 


8.34 


6.85 


7.52 


7.02 


ID 


12.59 


5.89 


10.79 


12.28 


10.44 


7.14 


7.37 


IL 


13.25 


3.95 


5.31 


8.82 


7.80 


9.93 


8.54 


IN 


1.27 


4.86 


11.01 


11.22 


10.99 


9.21 


9.64 


lA 


11.00 


6.15 


8.20 


14.32 


11.33 


8.75 


8.98 


KS 


8.38 


3.35 


6.73 


10.94 


9.14 


7.86 


8.11 


KY 


5.41 


5.60 


5.74 


17.37 


16.93 


10.29 


11.34 


LA 


5.05 


1.35 


4.77 


9.72 


9.37 


7.49 


8.40 


ME 


15.34 


4.06 


9.52 


12.90 


8.36 


9.84 


9.89 


MD 


9.95 


3.81 


8.63 


13.71 


12.80 


9.81 


11.18 


MA 


0.59 


0.90 


0.95 


0.55 


0.73 


3.55 


2.84 


MI 


5.39 


3.75 


6.06 


6.35 


6.28 


7.93 


7.16 


MN 


15.23 


5.72 


14.61 


16.03 


12.69 


9.52 


9.88 


MS 


4.21 


3.31 


4.88 


10.02 


9.99 


8.59 


9.39 


MO 


8.22 


3.77 


7.35 


12.24 


11.85 


10.77 


11.16 


MT 


11.81 


4.42 


11.89 


10.68 


11.23 


7.81 


8.13 


NE 


14.17 


4.21 


11.10 


16.51 


14.28 


10.07 


10.60 


NV 


8.90 


4.58 


7.44 


14.53 


10.68 


6.71 


7.59 


NH 


7.50 


3.79 


15.37 


14.94 


11.21 


9.60 


9.64 


NJ 


3.95 


4.24 


7.71 


9.32 


8.55 


9.39 


8.94 


MM 


8.86 


4.41 


10.27 


13.69 


10.14 


8.09 


9.19 


NY 


5.76 


1.40 


7.89 


8.83 


7.89 


5.51 


7.14 


NC 


11.48 


3.30 


4.66 


13.05 


12.67 


7.66 


9.49 


ND 


15.71 


8.52 


14.18 


13.70 


14.40 


9.32 


9.68 


OH 


3.15 


3.97 


6.91 


7.67 


7.54 


8.62 


8.21 


OX 


9.59 


3.48 


8.10 


14.04 


11.69 


10.12 


10.56 


OR 


11.94 


3.59 


10.54 


12.86 


9.20 


8.81 


8.85 
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Table 15 (Continued) 



Percentage of Special Education Students by Ethnic Group in All 
Handicapping Conditions in American Public Schools 



State 




Asian 


His. 


Black 


Min. 


White 


Total 


PA 


12.31 


2.00 


11.05 


11.59 


11.16 


8.90 




9.78 


RI 


1032 


333 


7.17 


14.99 


10.43 


12J9 


1229 




in 




j.o4 


13.60 


13.46 


8.82 


10.83 


SD 


12.92 


9.21 


8.85 


11.42 


12.05 


8.90 


9.14 


TN 


11.40 


3.24 


5.31 


9.99 


9.82 


10.02 


9.96 


TX 


6.52 


2.09 


7.84 


8.82 


7.94 


7.84 


7.90 


UT 


11.22 


5.30 • 


11.95 


14.34 


10.20 


8.70 


8.80 


VT 


12.82 


6.06 


12.12 


7.58 


7.76 


9.79 


9.76 


VA 


8.47 


4.03 


8.12 


10.83 


9.93 


8.90 


9.21 


WA 


9.34 


3.22 


8.01 


1328 


8.19 


7.36 


7.51 


WV 


11.76 


3.95 


5.98 


11.30 


10.66 


1024 


1027 


M 


9.13 


2.91 


7.54 


10.78 


9.79 


8.27 


8.67 


WY 


13.04 


8.59 


1235 


17.62 


12.73 


9.59 


9.90 



* All minority groups combined 
**Totai for all ethnic groups. 



Table 16 

Percentage of Total American Indian Special Education Enrollment by State 
and Percentages of Total American Indian Enrollment 



State % Handicapped % Total Enrollment 



Alabama 


0.33 


0.58 


Alaska 


17.98 


11.90 


Arizona 


05.42 


05.10 


Arkansas 


0.11 


0.12 


Califomia 


0.43 


0.48 


Colorado 


0.52 


0.66 


Connecticut 


0.04 


0.16 


Delaware 


0.12 


0.12 


DisL of Columbia 


0.00 


0.04 


Florida 


0.08 


0.14 


Georgia 


0.02 


0.05 


Hawaii 


0.15 


0.25 


Idaho 


2.27 


1.33 


Illinois 


0.18 


0.12 
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Table 16 (Continued) 



Percentage of Total American Indian Special Education Enrollment by State 
a'.id Percentages of Total American Indian Enrollment 



State 


%Handicapped 


% Total Enrollment 


Indiana 


0.01 


OM 


Iowa 


0.53 


0.43 


Kansas 


0.74 


0.72 


Kentucky 


0.01 


0.03 


Louisiana 


0.06 


0.12 


Maine 


0.25 


0.16 


Maryland 


0.16 


0.18 


Massachusetts 


0.04 


0,18 


Michigan 


0.44 


0.59 


Minnesota 


2.34 


1.52 


Mississippi 


0.04 


0.09 


Missouri 


0.08 


0.12 


Montana 


9.93 


6.84 


Nebraska 


0.89 


0.66 


Nisvada 


1.88 


1.61 


New Hampshire 


0.04 


0.05 


New Jersey 


0.03 


0.07 


New Mexico 


7.44 


7.72 


New York 


0.08 


0.10 


North Carolina 


2.86 


2.36 


North Dakota 


7.82 


4.82 


Ohio 


0.05 


0.12 


Oklahoma 


6.52 


7.17 


Oregon 


1.68 


1.25 


Pennsylvania 


0.12 


0.10 


Rhode Island 


0.24 


0.29 


South Carolina 


0.08 


0.08 


South Dakota 


7.83 


5.54 


Tennessee 


0.05 


0.04 


Texas 


0.11 


0.13 


Utah 


1.06 


0.83 


Vermont 


0.11 


0.09 


Virginia 


0.09 


0.10 


Washington 


2.23 


1.79 


West Virginia 


0.03 


0.02 


Wisconsin 


0.93 


0.88 


Wyoming 


1.73 


1.31 



Summary and Conclusions 



The primary purpose of this study was to determine prevalence rates of handicapping 
conditions among American Indiaii students in order to provide information relative to the 
future rehabiKtation needs of adults ficoni this minority population. A secondary goal was to 
compare prevalence rates of American Indian students identified as handicapped with 
prevalence rates for o±ct minority groups, for Whites, and for the school population at 
large. This data would help determine how future rehabilitation needs for Ainerican Lidians 
compare with such needs for other minorities and for Whites. 



Secondary data from the OfiRce of Civil Rights was used for the analysis. Data on 
American Indians attending Bureau of Indian Affairs (BIA) schools was also secured, since 
40,322 American Indian students attend these schools* Officials from the BIA agreed to 
reorganize their school-level special education data and aggregate by state. This was 
necessary in order to make the data comparable to and consistent with the state-level OCR 
survey data* 

For the nation as a whole, it was found that the category of learning disabilities is the 
largest for American fedians in both public schoois (5.28% of American Indians) and in 
BIA schools (8.72% of enrollment)* It was also found that compared to the population as a 
whole, there is a larger percentage of American iidian students classified as handicapped in 
some but not all handicapping conditions. Categories in which either BIA or OCR data 
revcds a greater percentage of American Indians than the percentage of the population as a 
whole includes specific learning disabilities in both BIA and OCR data, speech impairment 
in the BIA data, and multi-handicaps in the BIA data* 

Categories in which the percentage for American Indians in BIA or OCR data is 
smaller than that for the population at large includes the mentally retarded in bodi BIA and 
OCR data, seriously emotionally disturbed in both BIA and OCR data, and hearing 
impaired, visually impaired, orthopedically impaired, and other health impsdred in BIA data. 

Evidence bom the present study does indicate that learning disabilities axie identified 
riiore frequently among Americans India:as than in the school population at large, and more 
frequently in BIA schools tiian in public schools. The OCR study used a weighted formula 
to project survey results to tiie nation as a whole and to individual states. By adding BIA, 
counts to these projections, some indication of numbers in each category sampled by OCR 
can be ootained It is fimher possible to project the BIA numbers in die categories of 
handicap not dealt with by OCR to public schools. These projections were calculated by die 
autiiors of this study and produced die following numbers: learning disabled - 22,397; 
speech impaired • 1 1,263; mildly retarded - 5,040; moderately retarded - 1,302; seriously 
emotionally disturbed - 2,1 16; multi-handicapped - 1,539; hearing impaired - 202; visually 
impaired -81; orthopedically impaired - 244; otiier healtii impaired - 568; total - 44,752 (See 
Tables 12 and 13). 

Prevalence rates vary gready from state to state. (See Table 1 1 for projections of die 
OCR categories to individual states.) As previously stated, leammg disabilities is die largest 
category among American Indians. In fact. Table 13 shows diat over 50 percent of all of 
our projected handicapped American Indians are classified as learning disabled. 

Fifteen states are projected by OCR to have at least 500 American Indians widi 
handicapping conditions in die five categories includai in dieir survey. These states are 
Oklahoma, Arizona, Nordi Carolina, Montana, Alaska, New Mexico, Minnesota, 
California, Washington, North Dakota, Soudi Dakota, Michigan, Oregon, Wisconsin, and 
Utah. Together these states are projected to have 31,825 of die 35,636 American Indians 
projected to be handicapped in die nation (diese numbers calculated by OCR do not include 
BIA students widi handicaps or students in die other handicapping conditions not dealt widi 
in die OCR survey). Thus, diese 15 states account for nearly 90 percent of all projected 
American Indians with handicapping conditions in the country. 

Five of die Federal Regions have die majority of American Indians widi handicapping 
conditions projected by OCR. These regions are Region IV (N'=4,647); Region VI 
(N^8,725); Region VHI (N=5,566); Region IX (N=6,763); and Region X (N=4,807). 
Thus, diese five regions contain nearly 86% (N=30,508) of all OCR projected American 
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Indians with handicapping conditions (N=35,636)* Other regions are Region I (N=159); 
Region n (N=156); Region m (N=303); Region V (N=3,857); and Region VH (N-653). 
These totals do not include BIA figures, nor do they include any of the handicapping 
conditions other than those included in the OCR survey. These OCR categories are 
educable mentally retarded, trainable mentally retarded, speech impaired, seriously 
emotionally disturbed, and specific learning disabled! When the BIA enrolhnents and other 
projections for handicapping conditions not included in the OCR survey are included, the 
total number of American Indians with handicapping conditions was increased by nearly 
10,000 studt nts, firom 35,636 to 44,752 (sec Table 12)* Figure 4 presents a graphic 
representation of projections including botii OCR figures and BIA airollments in selected 
states and regions. When OCR and BIA numbers for die five handicapping conditions are 
combined, die same 15 states are seen to have 500 or more American Indians witii 
handicapping conditions* These 15 states have a total of 37,906 American Indians witii 
handicapping conditions out of die new total of 42,1 18 (90%). 

Analysis of the OCR data further revealed tiiat die percentages of American Indians 
classified as handicapped varies greatiy fix)m state to state (15.71% in Nortii Dakota to .59% 
in Massachusetts). The same is trae when die BIA data is analyzed by state. For example, 
in Minnesota, 42.17% of students enrolled in BIA schools are identified as handicapped, 
while California has only ?>55% of BIA enrolled students identified. 

The OCR data was also analyzed by etirnic categc^J^ The OCR published bodi 
reported and projected data for all five areas of handicapping conditions for American 
Indians, Asians, Hispanics, Blacks, total minorities, and Wtiites. Table 14 shows that 
American Indians have die highest percentage of handicapped students of any minority 
group odier dian Blacks. The learning disability category is die highest among American 
Vidians widi 5.28% classified in this category, die hi^est percentage for any category in 
any group including Whites. 

OCR projected data on handicapping conditions by edinicity was dien compared widi 
similar data from the 1978 OCR survey. Appendix B-3 presents this data. All ethnic 
categories have shown increases since 1978, including Whites. The American Indian 
category has grown 2.13%. Appendices B-4 dirough B-8 and Table 15 present die data on 
edinicity broken down by individual state. Examination of these tables shows that most 
states have a higher percentage of their total special education enrollment made up of 
students from minority groups dian dieir respective total minority enrollment percentage. 

Twenty-three states have a larger percentage of identified students with handicapping 
conditions who are American Indians tiian their respective percentages of total enrollment 
who are American Indians. Included in these states are eleven of the fifteen states projected 
by OCR to have ai least 500 American Indians with handicapping conditions in public 
schools. These states are Alaska, Arizona, Minnesota, Montana, North Carolina, North 
Dakota, Oregon, South Dakota, Utah, Washington, and Wisconsin. Again, this is to be 
anticipated The remaining 28 states have identified a lower percentage of handicapped 
students who are American Indians than their respective percentages of total enrollment who 
are American Indians. 
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SECTION ni 



ANALYSIS OF THE INCIDENCE OF DISABILITY AMONG 
AMERICAN INDIANS: HEALTH-RELATED DATA 
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ANALYSIS OF THE INCIDENCE OF DISABILITY AMONr* 
AMERICAN INDIANS: HEALTH-RELATED DATA 

The measurement of the incidence of disability is very difficult Primary data based 
upon a clinical evaluation of the American Indian population or a broad-based sample of 
that population does not exist Data from the 1980 U.S. Census indicated that working age 
American Indians reported woik-related disability at almost one and one hdf times the rate 
for the general jpopulation, and at a rate higher than that for any other minority group (U.S. 
Bureau of the Census, 1983). This data is self-reported; uowever, and does not provide 
any dcteil regarding the type of disability. Epidemiologically valid data on American 
Indians are available for selected disability types and restricted geographical areas. These 
^ . studies are for the most part restricted to disease or disability categories for which American 

( Indians of a particular region are thought to have an abnormally high incidence. 

[ While this type of data provides important insights into the incidence and prevalence 

; of specific disabilities among ^^erican Indians, it is not sufiSciently complete either 

^ geograph-f^ally or^acfoss disability types to provide a comprehensive analysis. Thus, any 

comprelwi jsive.iiicidence ineasures used must rely upon secondary data* Secondajty data 
avaikblc %m agencies providing services to individuals with disabilities measure treated 
\ incidence. But cannot address the issue of tiie extent co ^teh persons with disabilities fail 

to receive services* The completeness of treated incidence data does vary significantly 
across agencies and types of data, however. Data fix>m the U.S. Department of Health and 
Human Services,.Indian He^th Service (IHS), provide^pexhaps the most complete or 
comprehensive available measure of the adult population vvith disabilities among American 
Indians, since many individuals may receive medical treatment through IHS for conditions 
wLjch are disabling without seeking rehabilitation services through other agencies such as 
RSA. %rious medical problems may often necessitate rehabilitative interventions, and 
fainiliarity with IHS facilities and procedures for accessing services is more widespread 
within the American Indian population than is familiarity with other agencies serving 
individuals with disabilities. Because of the relative comprehensiveness of IHS services, 
the analysis in this section will focus primarily upon IHS data. However, summary 
national and regional data fix)m other sources will be presented when appropriate. 

The purpose of this section is to describe the incidence of disease conditions among 
Ariierican Indians and project their rehabilitation needs based on the nature and extent of 
iheir health-related problems. National a\ A regional IHS data was analyzed and compared 
to data from the general population as supplied by the U.S. Bureau of Health Statistics. 
The health problems of the American Indian, as identified by inpatient hospitalization data, 
was then compared to RSA national data on American Indian VR clients to determine the 
congruency between the type of health problems identified through IHS and the type of 
rehabilitation conditions served by RSA. 

This report characterizes the treated incidence of health-related problems among 
American Indians and projects their rehabilitation needs. Because of the high degree of 
variance across federal regions and within states on the exact nature of the health problems, 
information is provided by federal region. In addition, because the demographic 
characteristics of the American Indian are different from that of the general U.S. 
population, the data is presented by age and sex, and compared to all other races in order to 
more completely understand the problems and needs. 
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Source of Data 



Four major types of data from the IHS system are of interest here: (1) death rate 
data by caiise of death, (2) inpatient hospitalization data by, diagnostic category, (3) 
ambulatory care data, and (4) pediatric registry data,. Each of these types of data provides 
only an indirect measure of the incidence of disability* Death rate data can be correlated to 
disability^oiily to tiie extent tiiat the number of living persons exhibiting a given condition 
can be assumed to h6 proportional to the number of persons dying liom that cause. Many 
types of disabling conditions may never or only rarely be a direct cause of death. 
HospitalKHition and anabuktory care diagnostic data are oriented toward tiie medical cause 
of tiie problem and dp not directiy address whether or not the condition described is likely 
to be accompanied by a disability requiring rehabilitation. Also some types of disabling 
conditions, such as mental retardation, may not require any medical treatment 

Because of limitations in die degree of diagnostic detail and in the consistency of 
reported ambulatory, care data fixim IHS are not analyzed here. Pediatric registry data 
provide a relatively direct measure of tiie prevalence of many disabUiig conditions, since 
congenital or chronic disorders that would likely be disabling aiv^. recorded. Only a 
restricted age range is covered, however, in the pediatric registries. In addition, pediatric 
registry data is not collected nationally by IHS, and it is not reported under a fully 
consistent set of criteria by the various IHS areas. Because of these limitations, pediatric 
registry data are presented only for a selected group of IHS areas. 

Each of the IHS data sources used in this study has advantages and disadvantages. 
The problem of an untreated and thus umneasured population is largely avoided in deaA 
rate data since all deaths must be recorded However, death rate by cause of death is a very 
indirect proxy measure for the incidence of disability. The hospitalization dat^i provides 
more comprehensive data, there are rtu^iy more hospitalizations per year than deaths, and 
hospitalizations occur with diagnoses which are rarely- direct causes of death. In addition, 
hospitalization data is a somewhat more direct measure of disability incidence since living 
discharged patients witii a given diagnosis could represent incttviduals with a disabling 
condition. 

^ IHS death rate data can provide a general overyiew of the health problems of 
American Indians, but cannot provide much detail with regard to cause of death due to the 
linrited number of individuals in the data pool. American Indian death rate data will be 
given a frame of reference by examining American Indian rates in comparison to deati* 
rates for the U.S. population as a whole. Age-specific and age-adjusted rates will be used 
wherever possible. 

Analysis of IHS inpatient hospitalization data requires extensive transformation. 
The first step in providing meaningful disability-oriented data from the IHS inpatient 
hospitalization database is to organize the data into disability-oriented categories. This 
requires the matching of International Classification of Diseases (ICD) categories into a 
disability-oriented classification scheme. Because of the level of detail afforded and the 
desire to ultimately compare IHS hospitalization data with RS A rehabilitation data, RS A's 
major disability codes have been used as the source for this reclassification. A preliminary 
scheme for deriving disability-oriented disease categories and matching ICD codes with 
RSA codes was developed by the investigators and was reviewed by medical records 
experts in the IHS system. Tliis classification scheme has been used to generate the 
categories used in several of the tables in this section, and is presented in Appendix C-1. 
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The incidence measures based on this classification scheme can be made more 
meaningful by providing a frame of reference. This is done by applying the same 
classification scheme to general population data from the Nation^ Short Stay 
Hospitalization survey conducted by the U.S. Bureau of Health Statistics (1986). Results 
from the IHS data can thus be compared to general population results across the various 
categories. The relative incidence of various diagnostic conditions across IHS regions and 
sates will also be compared so that regional differences can be noted and considered when 
formulating government polities to address tiic problems. IHS data for the fiscal years 
1984-86 and general population survey data for tiic calendar year 1985 arc utilized for this 
analysis. 

Analysis of pediatric registry data is linuited by tiie lack of national reporting of tiiis 
data and the lack of comprehensive comparable figures for the general population. Because 
of these Ihmtatibns pediatric registry data are presented only for tluee selected IHS areas: 
(1) Navajo, (2) Billings, and (3) Alaska. These regions were selected on the basis of 
accessiWlity to the investigator and based on the knowledge that pediatric registry data were 
available for these areas. In order to supplement the national data the analysis of the 
incideii. of disability within these three regions also included an analysis of several other 
data sources. The additional data for these ^as is presented in order to provide a better 
understanding of the degree of similarity or divergence in the patterns of disability across 
areas and in the types of data available across areas. 

Another important limitation of the IHS data described above is tiie fact that it does 
not covCT California,the state with the single largest American Indian population. To 
address this problem a separate report focuses specifically on disabled American Indians in 
California. Data for tiris report were obtained from the U.S. Bureau of the Census, the 
.State of California Health Department, the Indian Health Service, and rural and urban 
Indian health care programs. 

' ihaUy, it is appropriate to examine the extent to which American Indian people 
who are disabled are receiving vocational rehabilitation services. A comparison of the DHS 
inpatient diagnostic data with the distribution of RSA's American Indian case load by 
disability type can indicate the extent to which RS A*s client base corresponds to the 
distribution of disabilities indicated by hospitalization data. 

Limitations . There are several important limitations of the IHS data. First, tiie 
inpatient hospitalization data uses diagnostic classes based upon the ICD diagnostic 
categories, and these are not disability-oriented. A given ICD category may nearly always 
indicate a disabling condition, may very rarely indicate a disabling condition, or may be 
somewhere in between. Thus, ICD categories can at best describe a pool of individuals 
whose poor health status may result in a disabling condition. However, ICD code data 
must be regrouped into disability-oriented categories in order to use ICD categorical data to 
project tiie rehabilitation needs of American Indians. A second limitation is tiie fact that tiie 
IHS inpatient data does not provide an undi5)licated count of clients exhibiting the 
conditions documented by the ICD diagnostic categories. A person hospitalized more tiian 
once with the same diagnosis will be counted more than once. A similar type of problem is 
present in the pediatric registry data, in that one child may have several recordable 
conditions and tiiat child will appear in the count for each of those conditions. 
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Anotlier limitation is the fact that IHS does not provide service to all American 
Indians nationwide* The IHS service area contains only about two thirds of the total U.S. 
American Indian population and generally does not include American Indians residing in 
urban areas* In addition, national IHS data sources do not include data for California, 
which is the state with the single largest American Indi^ |>opulation* Thus, the health 
status and disability status of a significant portion of the American Indian population is not 
covered by this data source* A final limitation which applies to data fix)m any service 
agcncy is the fact that the data may reflect characteristics of the supply of services as well as 
the demand for thenL That is, the diagnosis and treatment of a given classification of 
disease might tend to increase as the expertise of providers in treating that particular disease 
mcrcases, while diagnosis of disease with which providers have less familiarity might tend 
to be lower* 

Results 

The results will be organized in the following manner* First, IHS death rate data 
will be presented Second, IHS inpatient hospitalization data are presented and analyzed* 
IHS hospitalization and RS A rehabilitatiori data are then compared by type of disability* 
Regional data for the three selected IHS areas are then presented, first focusing on pediatric 
registry data^ and then presenting an overview of additional disability data for thene 
regions* 

IHS Death Rate Data 

American Indian mortality ^'ata provide important indications about the incidence and 
prevalence of disability among this group* The greatest strengtiii of mortality data is its 
virtually universal coverage* Whereas client data firom agencies serving persons with 
disabilities does not capture those individuals who may have qualifying Usabilities but fail 
to seek services, all.deaths are reported and a cause of death is listed* While individual 
cause of death designations are subject to error, there is reason to believe that the 
population mortality statistics are complete and accurate* 

The major weakness of the mortality data is the fact that it does not provide a direct 
measure of the number of living persons with disabling conditions* In onler to infer 
characteristics of the disabled population fi:om mortality data, we must assume that there is 
a relationship between the proportion of a population dying from a given disorder, and the 
proportion of the population which is disabled by that cUsorder* While it seems plausible to 
assume a positive relationship between deaths due to a disorder and persons disabled due to 
that disorder, the correlation need not be perfect For instance, the death rate due to 
accidents among American Indians is veiy high; however, one reason for the high death 
rate may be the fact that many American Lidians reside in rural areas remote from 
emergency medical services* In addition, poor road conditions, unsafe vehicles, and 
geographic isolation may increase the probability of a fatal injury to automobile passengers 
relative to the probability of a nonfatal injury* 

In addition, death rate data does not provide a comprehensive view across all 
disability types* Many disabling conditions may not be direct causes of death or may be the 
cause of death only in very rare instances* This fact coupled with the relatively modest size 
of the American Indian population limits disability-oriented examinatiori of death rate data 
to those types of disease associated with the leading causes of death* 

Another limitation of the mortality data presented here is the fact that only deaths 
among American Indians living in areas served by the Indian Health Service are included in 
the American Indian mortality data* All of the data presented here is derived from Indian 
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Death rate as a measure of overall health siatus. Mortality data has fii^quently been 
used ds a proxy measure of the overall health status of American Indians. Ifighly aggregate 
measures such as. life expectancy at birth can give a cmde indication of relative health 
status, but age-specific moitality rates provide a much richer view. The American Indian 
and U.S« death rate data presented here are taken fiom a recent IHS report (IHS, 1986). 
The life expectancy at birth of American Indians was 71J years in 1980 compared to 74.4 
for the y^S* White population, a difference of less than 5 percent H; wever, a much larger 
pr[q)ortibn of American Indian deatiis are among individuals under die age of 45; Thirty- 
seven percent of American Vidian deaths as opposed to only 10 percent of White deaths and 
21 pe^ent of Black deaths occurred under the age of 45. This is caused by the £act that 
American Indians have a very atypical pattern of age-specific death rates. As Table 1 and 
Bgure 1 indicate, American Indian mortality rates are substantially higher than the parallel 
All Races rates for all age ^xnips up to age 55, while the American Indian mortality rate is 
substantially lower than t^^ for All Races in all age categories over 65 years. Thus, 
American Indians are substantially less likely to survive to age 55, but tiiose who do 
survive to age 55 have a significandy longer life expectancy than do surviving 55 year olds 
from other races. American Vidian mortality rates are particulariy high relative to other 
races for ages 15 through 44. American Indians are almost twice as likely to die between 
die ages of 15-44 years than individuals from other races. 

Table 1 



Age-Specific Death Rates for American Indians 
Versus All Races 
(Rates Per 100,000 Population) 









Ratio 




Ratio 


Age 


American Indian 


All Races 


A.I./A11 Races 


White 


A.I./White 


Under 1 


1,311.1 


1,164.2 


1.13 


1,018.5 


1.29 


1-4 


88.5 


57.6 


1.54 


52.8 


1.68 


5-14 


32.5 


28.3 


1.15 


27.0 


1.20 


15-24 


192.3 


101.0 


1.90 


98.3 


1.96 


25-34 


270.0 


125.2 


2.16 


110.2 


2.45 


35-44 


383.0 


207.4 


1.85 


182.7 


2.10 


45-54 


699.6 


549.7 


1.27 


504.0 


1.39 


55-64 


1,270.8 


1,297.9 


.98 


1,233.3 


1.03 


65-74 


2,406.3 


2,885.2 


.83 


2,822.3 


.85 


75-84 


4,754.2 


6,329.8 


.75 


6,329.8 


.75 


Over 85 


10,194.9 


15,048.3 


.68 


15,296.9 


.67 


Age Adj. 












Rate 


562.1 


550.5 


1.02 


528.0 


1.06 



Iblgure 1 

Age-Specific Death Rates as a Ratio 
of American Indians to All Races 



o 

O) 
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The large numbers of deaths at early ages among the American Indian population has 
important implications with respect to disability. Persons with disabilities on the average 
live shorter lives than individuals who are not disabled, and individuals dying at a relatively 
early age are more likely to have had disabilities and to have had disabilities over a longer 
period of time than individuals dying at a later age. This is particularly tme if one focuses 
on disabilities experienced during the working > 'which would be relevant from the 
standpoint of vocational rehabilitation programs;. 

One measure which gives added weight to deaths at an early age is the average 
number of years of life lost due to deaths through a given age. This measure is computed 
by starting with a hypothetical cohort of 100,000 babies bom and applying the appropriate 
death rates as this group is aged through the cohort-survival method. For a child dying 
before age one, one year of lost life is counted for each year beyond the first, for an 
individual dying at age 45 one year of lost life is counted for age 46 and each succeeding 
year, and so on. Table 2 indicates that the number of years of life lost per 100,000 
population is considerably higher for American Indians than for Whites and for all races 
through all ages up to 85. The differential hits its peak around ages 45 to 55. Years of 
American Indians' lives lost through these ages are roughly 1.7 times the years of life lost 
for Whites and 1.5 times tiie years of life lost for All Races. Years of American Indian 
lives lost through age 65 remain almost 60 percent higher tiian tiie parallel figure for 
Whites and 45 percent higher tiian tiie All Races figure. Relatively low deatii rates for 
American Indians beyond age 65 cause tiie ratios to fall to 1.18 times tiie level for Whites 
and 1.12 times tiie All Races level by age 85. ■ 
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Table 2 



Years of Life Lost Per 100,000 Population by Age for 
American Indians Versus All Races 



Age 


American Indian All Races 


» 

Ratio 
A.I./A11 Races 


White 


Ratio 
A.I.AVhite 


Under 5 


5,768 


4,998 


1.15 


4,387 


1.31 


5-9 


14,387 


12,235 


1.18 


11,790 


1.22 


10-14 


23,805 


20,170 


1.18 


17,860 


1.33 


15-19 


35,582 


29,514 


1.12 


26,296 


1.35 


20-24 


52,035 


41,330 


1.26 


37,143 


1.40 


25-29 


73,864 


55,843 


1.32 


50,506 


1.46 


30-34 


102,113 


73,386 


1.39 


66,544 


1.53 


35-39 


137,764 


94,731 


1.45 


85,940 


1.60 


40-44 


182,205 


121,018 


1.51 


109,711 


1.66 


45-49 


238,142 


155,396 


1.53 


140,838 


1.69 


50-54 


309,396 


202,432 


1.53 


183,663 


1.68 


55-59 


400,141 


268,326 


1.49 


7.44,348 


1.64 


60-64 


516,237 


361,669 


1.43 


661,463 


1.56 


65-69 


644,200 


492,627 


. 1.35 


455,553 


1.46 


70-74 


852,527 


673,839 


1.27 


629,779 


1.35 


75-79 


1,089,242 


916,772 


1.19 


866,557 


1.26 


80-84 


1,382,867 


1,231,397 


1.12 


1,176,737 


1.18 



Death rates by cause of death . The leading causes of death among American Indians 
provide important insights as to wh> such a large number of American liidians die at an 
early age, and give some clear indications about the nature of disability in the American 
Indian population. Table 3 and Figure 2 provide age-adjusted mortality rates by major 
cause of death category* Note that the two major categories for which the American Indian 
mortality rate is lower than that for All Races, cardiovascular diseases and cancer, are 
diseases which tend to cause death at relatively advanced ages, while several of the causes 
of death whose rates are particularly high among American Indians tend predominandy to 
cause deaths at relatively early ages* The categories of accidents, chronic liver disease, 
homicide, and suicide aU can be thought of as being in some sense behavior related, and all 
arc categories in which deaths tend to occur at relatively young ages. In addition 
alcoholic, n is a major factor contributing to deaths in all of these categories. American 
Indians are also substantially more likely than other races to die due to pneumonia and 
influenza, diabetes mellitus, and tuberculosis. The high death rate for pneumonia and 
influenza can be related to the remoteness and poor socio-economic conditions under which 
many Indian people live. 



Table 3 



Age-Adjusted Death Rates From Selected Causes for American Indians 

Compared To U.S. All Races 
(Rates Per 100,000 Population) 





/VLUwl Jl all 


All 

nil 


Katio 


C!flii«ip of DMth 




XvaCCS 


A T /All DnrtAP 

A«L/Aii Kaces 


Major Cardiovascular Diseases 


170.9 


235.0 


.73 


Accidents/Adverse Effects 


82.9 


34.4 


2.41 


Malignant Neoplasms 


81.4 


132.6 


.61 


Liver Disease/Ciiriiosis 


29.6 


10.2 


2.90 


Diabetes Mellitis 


20.5 


9.9 


2.07 


Pneumonia and Influenza 


16.40 


11.80 


1.39 


Homocide 


16.4 


8.6 


1.91 


Suicide 


14.7 


■ 11.4 


1.29 


Qironic Pulmonary Disease 


10.4 


17.4 


.60 


Tuberculosis 


3.3 


.5 


6.60 



Figure 2 

Death Rates for Leading Causes as a Ratio 
of American Indians to All Races 
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Ratio of /^merican Indians to All Races 

Deatii rates by age group for accidents, alcoholism, homicide and suicide are 
presented in Table 4 and Figure 3. The alcoholism category includes deaths due to alcohol 
dependence, alcohol psychoses, and chronic liver disease or cirrhosis specified as 
alcoholism For each of the categories other than accidents the peak death rate occurs at 
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less than 65 years of age for M Races and at less than 55 years of age for American 
Indians* For accidents, the highest death rates are in the age categories beyond 75 years of 
age, due to a dramatic increase in nonvehicular accidents among these older age groups. 
Accidents remain a very major cause of death among younger age groups, however. 

Table 4 

Age Distribution of Death Rates Due to Selecied Caufies for 
American Indians Versus All Races 
(Rates Per 100,000 Population) 



Accidents Alcoholism 

Ratio Ratio 

American All AJJ American All AJ7 

Age Indian Races All Races Indian Races AU Races 



Under 1 


52.9 


28.0 


1.9 








1 - 4 


41.9 


22.4 


1.9 








5 -14 


18.2 


13.1 


1.4 


0.1 






15-24 


107.5 


50.9 


2.1 


2.3 


0.2 


11.5 


25-34 


121.2 


40.7 


3.0 


24.7 


2.2 


11.2 


35-44 


104.5 


33.0 


3.2. 


61.1 


7.9 


7.7 


45-54 


114.5 


34.8 


3.3 


85.0 


17.6 


4.8 


55-64 


111.2 


38.5 


2.9 


70.2 


21.4 


3.3 


65-74 


118.0 


53.4 


2.2 


57.7 


17.7 


3.3 


75-84 


164.8 


112.2 


1.5 


24.5 


7.9 


3.1 


Over 85 


292.1 


280.3 


1.0 


18.4 


2.2 


8.4 



Homicide Suicide 

Ratio Ratio 

American All AJJ American All a.I / 

Age Indian Races All Races Indian Races All Races 



Under - 1 


15.9 


6.7 


2.4 








1-4 


5.1 


2.7 


1.9 








5-14 


1.2 


1.2 


1.0 


1.4 


0.6 


2.3 


15-24 


■n.6 


13.7 


1.6 


27.9 


12.1 


2.3 


25-34 


27.4 


17.3 


1.6 


25.0 


16.0 


1.6 


35-44 


23.7 


13.3 


1.8 


18.4 


15.3 


1.2 


45-54 


20.8 


10.2 


2.0 


13.4 


16.6 


0.8 


55-64 


13.0 


6.5 


2.0 


7.4 


16.9 


0.4 


65-74 


9.7 


4.9 


2.0 


9.0 


17.4 


0.5 


75-84 


1.7 


4.7 


0.4 


7.0 


20.3 


0.3 


Over 85 




5.8 






17.6 
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Accidents 



Alcoholltm 





The age distribution of alcoholism deaths among American Indians compared to che 
age distribution for All Race? indicates that American Indians are much more likely to die at 
an early age due to alcoholism. While the American Indian death rate is substantially above 
the All Races rate in all age categories, the ratio falls steadily with age tiirou^ age 65. A 
similar pattern is present in the lelative suicide death rates. The ratio of the American 
Indian suicide death rate to tiiat for All Races declines steadily with age beyond the 15 to 24 
age category. Alcohol dependency and other psychological disorders appear to be a 
particular problem among late adolescence and young adult American Indians. 

The ratios of American Indian to the All Races death rates due to accidents and 
homicides tend to be ratiier stable across age categories, with American Indian death rates 
being substantially higher across most age categories. This result is not inconsistent with 
the alcoholism and suicide data* A hoiricide or accident victim may die due to tiie alcohol 
dependency problem . /r other psychological problem of an^ )ther individual. Other factors 
contributing to die high accident death rate among Ammc2 n Indians include the fact that a 
high proportion of American Vidians live in remote rural areas causing them to drive greater 
distances, and the fact that America Indians often drive unsafe vehicles or must transport 
passengers in open pickup truck beds. 

Summary. MortaliQr data indicate that American Indians have greater hcaltii problems 
thaxi other groups particularly up to the age of 55. American Indian death rates are 1.5 or 
more times the All Races deatii rates for most age categories up to age 55, and about double 
the AH Races rate for ages 15 tiirough 44. Deaths due to a set of alcohol and behaviorally- 
related causes (alcoholism, accidents, suicide and homicide) are disproportionately high at 
young ages among American Indians. In addition, deaths due to pneumonia and influenza, 
diabetes mellitus, and tuberculosis are disproportionately high among American Indians. 
To the extent that death rate data can be used as a proxy measure of the living disabled 
population, these results suggest that the overall rate of disability among working age and 
younger American Indians is substantially higher than that for All Races. They further 
indicate ^hat disability rates are likely to be pardculariy high among American Lidians In the 
areas of alcoholism and other psychologic^ disorders, and disor<ters associated with poor 
sanitation and poor socio-economic conditions. 

IHS Inpatient Hospitalization Data 

Hospitalization data from IHS hospitals and hospitals providing services under 
contract to IHS can provide important indications of the incidence of disabling conditions. 
The greatest strength of this data is its comprehensiveness. Individuals with a wide variety 
of disabling conditions are served by UK hospitals and all age categories are served 

Hospitalization data provide only a very indirect measure of the incidence of disabling 
conditions, however. For each hospitalized patient, one or more (up to 5 in the IHS 
system) diagnostic codes are entered indicating the condition(s) e)diibited by the patient 
The disease codes used for this analysis correspond to the International Qassification of 
Diseases (ICD) system of codes. Some of these ICD codes correspond to diseases or 
conditions which are almost certain to be disabling, for example, quadriplegia Others 
correspond to diseases or conditions which are almost never disabling, such as a simple 
fiacture of a limb. Still others pertain to conditions which are sometimes but not always 
disabling, for example a heart attack. The ICD categories were organized and grouped into 
disability-oriented categories in order to provide information useful for tiiis study. 

Because of the level of detail afforded, RS A's major disability codes have been used 
as the benchmark for tiiis reclassification. A preliminary scheme tor matohing ICD codes to 
RSA codes was developed by the investigators and was subsequently circulated among 



ERIC 



59 

73 



medical record experts in the IHS systenL The set of categories derived from this analysis 
is presented in Appendix C-1. The revised set of disease categories generally retains broad 
disease categories from the ICD system, but within each broad disease category sets of ICD 
codes associated with major identifiable diseases or conditions which have a significant 
probability of causing disability are identified In some instances a group of miscellaneous 
diseases within a given broad disease category which have a significant probability of 
causing disability are identified Such groups of diseases are identified in tables as "other 
likely disabling" diseases or conditions. In a few cases, for instance tuberculosis, it has 
been possible to identify a subset of the ICD codes for a given disease type which are 
particularly likely to represent a disabling condition. Such subsets are identified as "likely 
disabfing"; however, when a "likely disabling" subcategory is present it is not appropriate to 
infer tiiat die renaainder of die disease category is unlikely to lead to a disabling condition. 

The data used for this analysis are based upon all listed diagnoses for each patient. All 
diagnoses are used because this provides a more comprehensive measure of the medical 
conditions and potential disabilities present in the patient population, and because cluonic 
conditions may represent the underiying cause of acute problems which are likely to appear 
as the first listed diagnosis for a pjrtienL Since the chronic conditions are more liely to be 
disabling, it is important to look at all diagnoses for each patient However, this only 
exacerbates the i^oblem of dual counting. A patient who is hospitalized more than once 
oyer the san4)le pc^riod will be countea more than once, and a patient with midtiple 
diagnoses listed will be counted once in each indicated disease class. TTiis duplicated count 
problem is present in both the IHS data and general population sample data, however. 
Thus, if the degree of duplication can be assumed to be roughly equal in both data sets, 
con^arispns should not be affected 

The IHS data used are for all inpatients at IHS and contract hospitals for the fiscal 
years 1984 through 1986. Three years of data l ave been pooled in order to support more 
detailed analysis of IHS inpatient data. The U.S. general population data come from the 
survey of U.S. short stay hospitals conducted by die U.S. Bureau of Health Statistics for 
the cdender year 1985. 

Hospitalization rates bv disease class. General statistics reporting die rate of 
diagnosed diseases by age are presented in Table 5. Rates for All Races and for American 
Indians (in IHS service areas) are presented Several findings from this table are of interest 
First, the rate of diagnosed disease is much lower for American Indians dian for the U.S. 
population. This is due to two causes. The rate of hospitalization per unit population is 
lower among the IHS American Indian population and the number of diagnoses per patient 
is about 2.5 for die U.S. population sample and only 2.0 for IHS facilities. Also 
noteworthy are differences in the population age distribution and the age distribution of rates 
of diagnosed disease. The hospitalized American Indian population is maricedly younger 
than the total U.S. population. The proportion of American Indians under 16 is about 1.5 
times that of the U.S. population as a whole. The percentage of American Indians over the 
age of 65 is less than half that for all races. This may partially explain the lower diagnosed 
disease rate among American Indians since the rate of diagnosed diseases increases with age 
for botii groups. However, the rate of diagnosed disease is lower for American Indians 
across dl age categories. It is interesting to note that the relative rate for American Indians is 
highest in the 16 to 34 age bracket and drops off sharply thereafter. This is consistent with 
the mortality data in the previous section. 
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Table 5 



Age Distribution of Population and Diagnosed Diseases 
for American Indians Versus AH Races 









Ages 










lOO't 






All A crao 

j\iL Ages 


% of Population 
U.S. All Races 

/\IXJv^i.iWaXl illUIaXl 


23.4 


32.9 


31.9 

O'l 7 


11.8 


100.0 
inn n 


% of Diagnosed Dis. 
U.S. All Races 
American Indian 


9.0 
19.7 


19.8 
35.4 


31.6 
30.3 


39.6 
14.6 


100.0 
100.0 


Rate ofDiag. Dis. 
(per 10,C "0 pop.) 
U.S. All Races 
American Indian 


1,417 
1,207 


2,222 
2,085 


3,650 
2,732 


12,384 
5,929 


3,689 
2,134 


Ratio: A.I.. Rate to 
U.S. All Races Rate 


.85 


.94 


.75 


.48 


.58 



Given the high death rates reported within the American Indian population and the 
poor socio-economic status of Indian people, it is likely that the lower overall diagnosed 
disease rates found for American Indian people reflect differences in accessing services and 
difficulties in measuring the IHS service area population, rather than indicating a lower 
general prevalence of c jease among American iidians. Because of the apparent overall 
underrepresentation of American Indians the remaining analysis will focus on relative 
percentages of all diagnoses within a given category ratlier than presenting rates per unit of 
population. 

The distribution of diagnoses by detailed disease types is presented in Table 6. This 
table indicates the percentage of all diagnoses falling into a given disease category and the 
ratio of the American Indian percentage to that for U.S. short stay hospitals. A ratio greater 
than one indicates a relatively higher proportion of American Indians in a given disease 
class. 
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Table 6 



Percentage Distribution of Diagnosis by Disease Type for 
IHS Versus All U.S. Short Stay Hospitals 



% of All Diagnoses 





(A) 




Ratio 




IHS 


US 


A/B 


Infectious and Parasitic Diseases 


3.46% 


2.28% 


1.52 


Ill-defined Intestinal Infection 


.22% 


.03% 


123 


Tuberculosis: 


22% 






Likely Disabling 


.05% 


02% 


2 66 


Neoplasms: 


1 91% 


S 27% 




Malignant: 


1.44% 


4.15% 


.35 


Lung 


.16% 


.5>% 


21 


Breast 


10% 


31% 




Leukemia 


.05% 


.12% 


A2 


Endocrine, Nutritional, and 








Metabolic Diseases 


7.16% 


6.53% 


1.10 


Diabetes Mellitus: 


4.20% 


2 81% 




Likely Disabling 


.46% 


17% 


9 7Q 


Other Endocrine Condition 


.14% 


16% 


• OU 


Malnutrition 


.10% 


16% 


63 


Gout 


.01% 


.04% 


.35 


Cystic Fibrosis 


.01% 


.02% 


.55 


Diseases of the Blood and Blood 








Forming Organs 


1.98% 


2.03% 


.98 


Anemias 


1.55% 


1.56% 


.99 


Mental Disorders: 


6.55% 




1.34 


Psychoses 


.56% 


1.20% 


.46 


Neurotic Personality Disorders 


60% 


.87% 


.70 


Alcohol Dependence or Psychosis 


3.62% 


1.10% 


3.28 


Drug Dependence or Psychosis 


.08% 


.23% 


.35 


Mental Retardation 


.08% 


.09% 


.89 
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Table 6 (Continued) 



Percentage Distribution of Diagnosis by Disease Type for 
IHS Versus All U.S. Short Stay Hospitals 



% of All Diagnoses 

(A) (B) Ratio 

IHS U,S. A/B 



Diseases of the Nervous System: 

Meningitis 

Multiple Sclerosis 

Hemiplegia 

Cerebral Palsy 

Paralysis: 

Quadriplegia 

Lower Limb(s) 

Upper Limb(s) 
Epilepsy 

Muscular Dystrophy 

Eye Conditions: 
Diabetic Retinopathy 
Glaucoma 
Cataract 

Blindness or Low Vision: 
Both Eyes 

Ear Conditions: 
Otitis Media 
Hearing Loss 

Diseases of the Circulatory System: 

Rheumatic Heart Disease 

Hypertensive Heart Disease 

Ischemic Heart Disease: 
Acute Myocardial Infarction 
Atherosclerotic Heart Disease 

Congestive Heart Failure - 

Other 

Cerebrovascular Disease: 
Cerebral Seizure (Stroke) 

Diseases of the Respiratory System: 



1.33% 


2.06% 


.64 


.13% 


.05% 


2.59 


.01% 


.06% 


.16 


.13% 


.30% 


.45 


.04% 


.04% 


.93 


.20% 


.19% 


1.05 


.06% 


.03% 


2.00 


.08% 


.05% 


1.71 


.00% 


.01% 


.59 


.20% 


.19% 


1.02 


.02% 


.06% 


.38 


1.23% 


.98% 


1.26 


.08% 


.07% 


1.25 


.08% 


.10% 


.84 


.33% 


.27% 


1.22 


.06% 


.06% 


1.02 


.04% 


.05% 


.93 


2.15% 


.74% 


2.8v 


1.63% 


.41% 


4.02 


.16% 


.07% 


2.35 


7.69% 


20A1% 


.38 


.20% 


.18% 


1.10 


1.71% 


3.26% 


\52 


1.61% 


6.11% 


.26 


.40% 


.97% 


.41 


.30% 


1.83% 


.16 


1.05% 


1.74% 


.60 


1.58% 


4.56% 


.35 


.66% 


2.05% 


.32 


.23% 


.42% 


.55 


1.91% 


8.03% 


.99 
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Table 6 (Continued) 



Percentage Distribution of Diagnosis by Disease Type for 
IHS Versus All U.S. Short Stay Hospitals 



% of All Diagnoses 

(A) (B) Ratio 

IHS U.S. A/B 



Chronic Obstructive Pulmonary 
Diseases: 

Bronchitis 

Emphysema 

Asthma 

Bronchiectasis 
Other Likely Disabling: 
Respiratory Diseases 

Diseases of the Digestive System: 

Dental Disorders: 

Likely Disabling 
Ulcers.(Stomach & Sm. Intest) 
Hernia (with Gangrene) 
Noninfectious Entritis and 
CoJ'tis 

Al( ^ holic Liver Damage 
Other Likely Disabling 

Diseases of Genito-Urinary Systcr/i: 
Renal Failure 

Complications of Pregnancy, Child- 
birth and the Puerperium: 

Hypertension Complicating Preg. 

Diseases of the Skin and 
Subcutaneous Tissue 

Diseases of the Musculoskeletal 
System and Connective Tissue 

Arthropathies and Related 

Disorders: 

Osteoarthritis 

Dorsopathies (Disords. of Back) 
Rheumatism (Excluding the Back) 



2.01% 2.97% .68 

.41% .54% .75 

.04% .20% .19 

.90% .83% 1.09 

.08% .04% 1.82 

.98% 1.48% .66 

8.29% 8.74% .95 

.30% .21% 1.45 

.02% .06% .35 

.30% .59% .51 

.01% .05% .32 

1.02% .84% 1.21' 

.59% .17% 3.56 

1.18% 1.54% .77 

5.99% 7.83% .77 

.60% .50% 1.20 



18.29% 7.37% 2.48 

1.13% .28% 3.98 



2.45% 1.40% 1.76 



2.70% 5.26% .51 



1.22% 1.61% .76 

.27% .74% .37 

.45% 1.70% .26 

.37% .76% .49 



ERIC 



64 



Table 6 (Continues!) 



Percentage Distribution of Diagnosis by Disease Type for 
IHS Versus All U.S. Short Stay Hospitals 



% of All Diagnoses 
(A) (B) Ratio 

fflS U.S. A/B 



Congenital Anomalies 

Nervous System: 

Spiiia Bifida 

Hydrocephalus 
Eye 
Ear 

Cleft Palate-Cleft Lip & 
Defordties of the Tongue 
Musculoskeletal Deformities: 
Spinal 

Downs Syndrome & Other 
Chromosomal Anomalies 

Conditions Originating in the 

Perinatal Period: 

Low Birthweight 

Birth Asphyxia & Respiratory 

Distress 

Synptoms, Signs, & ni Defined 
Conditions 

Injury and Poisoning: 
Skull Fracmre 
Spinal Cord Fracture 
Dislocation of Vertabrae 
Sprains & Strains of Back 
(Including Neck) 
Intracranial Injuries 
(Except Skull Fracture) 
Traumatic Amputation of Limbs 
or Digits 

Late Effect of Injuries 

Injury to Nerves & Spinal Column 

TOTAL 



1.12% .91% 1.23 

.07% .05% 1.23 

.01% .02% .77 

.04% .02% 2.04 

.02% .01% 2.03 

.05% .02% 2.17 

.06% .04% 1.70 

.22% .20% 1.10 

.03% .06% .47 

.06% .03% 2.08 



4.16% 2.45% 1.70 . 

.46% .30% 1.50 

.34% .26% 1.31 



5.81% 5.84% .99 

9.77% 7.00% 1.40 

.42% .24% 1.74 

.14% .13% 1.05 

.01% .02% .31 

.14% .45% .32 

.56% .39% 1.41 

.03% .03% .86 

.13% .15% .88 

.10% .08% 1.28 

100.00% 100.00% 1.00 



American Indians are relatively less likely to be hospitalized with all forms of cancer 
(neoplasms) and all types of heiirt and circulatory system diseases exc^.n rheumatic heart 
disease and hypertension complicating pregnancy. This is consistent with low American 
Indian death rates due to these diseases. 



ERIC 



73 

; 6 5 



American Indians are substantially more likely than others to be hospitalized with 
diagnoses of infectious and parasitic diseases, mental disorders, eye and ear conditions, 
perinatal conditions and injuries and poisonings. The high rate for mental disorders is due 
entirely to alcohol dependency, while the relative rates for all other types of mental disorders 
are hss than those for the U.S- population. The relative rate for alcohol dependency is over 
three times that of the U.S. population as well as for the digestive system cUsorder, alcohol 
liver damage. Among eye and ear conditions American Indians are disproportionately likely 
to suffer ftom diabetic retinopathy and cataracts, more than twice as likely (in relative terms) 
to suffer hearing loss, and four tunes as likely to have otitis media. The disproportionate 
rates of perinatal conditions, particularly low birthweight and birtii asphyxia, suggest 
possible mental retardation and developmental disabilities. The injury and poisoning 
diagnostic categories for American Indians are consistent with the high accident deatii rate 
among American Indians. Disproportionately high rates are reported for American Indians 
for the highly disabling categories of skull fractures, other intracranial injuries, and injuries 
to the nerves and spinal column. 

Disproportionate rates of diagnoses are indicated for several additional individual 
subcategories presenting high probability of disability. American Indians are much more 
likely than others to be diagnosed with tuberculosis and diabetes mellitus. They are also 
more likely to suffer from cntritus and colitis as well as ill-defined intestinal infections and 
renal failure. American Indians are also disproportionately likely to be diagnosed as having 
several major types of birth defects including hydrxephalus, chromosomal anomalies, and 
deformities of the eye, ear, lip, and tongue. 

A ge and sex distribution of diseases . The American Indian population is a younger 
population and thus higher percentages of American Indian clients would be expected in the 
younger age groups. However, the differentials between the two groups ai'e striking. 
While the proportion of American Indians under the age of 16 in the population is 1.5 times 
that of All Races, the proportion of hospitalizations made up by this age group among 
American Indians is more than twice that for All Races. The proportion of diagnoses 
pertaining to 16 to 34 year olds is also much greater among American Indians. This age 
pattern is quite consistent across virtually all disease categories and serves to underscore the 
health problems of Ameri^ Indian children and young adults. A comparison of the age 
distribution ot American 1 un and U.S. population hospital patients for detailed disease 
categories is presented in /appendix C-2. 

Comparison of the sex distribution of diseases for American Indian and U.S. short 
stay hospital patients indicates a slightly higher overall proportion of females in the IHS 
hospitals; 60 percent of IHS patients versus 57.5 percent of U.S. population diagnoses 
come from female patients. Tliis is primarily due to the high number of hospitalizations due 
to pregnancy, resulting from the higher birth rate. The sex distribution patterns for most 
disease types show reasonable pardlel patterns between American Indians and all U.S. 
patients and thus disease specific data by sex are not presented here. 

Geographic distribution of disease tvpes among the IHS service population . The 
percentage distribution of diagnoses by disease category for each IHS region are ^ resented 
in Table 7, while state distributions for 16 states are shown in Appendix C-3. Only IHS 
data are shown on a geographic basis because such geographic toeakaowns are not available 
for tiie U.S. sample data presented in tiie previous tables. The state classification is based 
on the client's state of residence and the 16 states selected include all states with a total of 
4,000 or more diagnoses over tiie tiiree year period. Data are not displayed in instances 
where fewer than 40 diagnoses of a given disease category occurred for a given IHS area or 
state. 




Table 7 



Percentage Distribution of Diagnoses by 
Disease Type and IHS Area 



Tucson 


Aber- 
deen 


Bemi- 
dii 

UJl 


Albu- 
Quer 




Bill- 

in^s 


Okla- 

hnma 


Nash- 
ville 


Phoe- 
nix 


Port- 
land 


Nava- 
io 


Infectious and Parasitic 
























Diseases 


6.70 


2.95 


3.90 


3.42 


3.03 


2.95 


2.95 


2.77 


5.31 


3.18 


3.18 


Tuberculosis 




.24 


— 


.13 


.31 


.26 


.14 


— 


.22 


... 


.27 


Neoplasms: 


.66 


1.58 


1.68 


2.18 


3.24 


1.84 


2.46 


2.34 


1.28 


1.97 


1.57 


Malignant 


.53 


1.25 


1.41 


1.70 


2.61 


1.38 


1.77 


1.97 


.89 


1.39 


1.14 


Endocrine^ Nutritional, and 
























Metabolic Diseases: 1 1 .40 


7.65 


9.16 


8.17 


2.74 


7.45 


8.04 


12.24 


9.11 


6.93 


5.42 


Diabetes Mellitus 


8.03 


4.78 


6.14 


4.72 


.76 


4.20 


4.69 


8.62 


6.05 


3.70 


2.68 


Dise;:3es of the Blood and 
























Blood Forming Organs 


2.10 


1.79 


1.13 


2.44 


2.64 


1.71 


2.16 


2.28 


1.69 


1.65 


1.95 


Mental Disorders: 


5.51 


9.62 


8.05 


9.22 


7.36 


9.25 


3.33 


6.93 


5.85 


7.05 


4.77 


Alcohol/Drug Depend. 


2.71 


6.00 


3.92 


6.25 


3.43 


5.22 


1.69 


2.97 


3.74 


3.24 


2.42 



Diseases of Nervous 
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System: 


1.62 


1.30 


.97 


1.39 


1.60 


1.29 


.97 


1.64 


1.28 


1.47 


1.51 


Epilepsy 




.26 




.13 


.17 


.16 


.13 




.13 


.29 


.29 


Degenerative Disorders of 






















Nervous System 


.58 


.27 


.26 


.36 


.56 


.29 


.17 


.38 


.33 


.42 


.41 


Eye Conditions: 


.83 


1.03 


1.11 


1.58 


1.79 


.88 


.63 


.72 


1.79 


.75 


1.35 


Cataract 




.23 




.20 


.56 


.18 


.10 




.68 


.21 


.38 


Other Likely Disabling 




.20 


.29 


.41 


.21 


.15 


.23 






.26 


.21 


Ear Conditions: 


1.43 


2.17 


1.80 


1.25 


4.73 


2.25 


.96 


1.37 


2.31 


1.95 


2.20 


Otitis Media 


1.25 


1.84 


1.36 


1.02 


3.02 


1.65 


.71 


1.03 


1.87 


1.30 


1.73 


Diseases of Circulatory 
























System: 


6.37 


8.08 


14.47 


6.23 


6.02 


8.94 


10.62 


12.50 


6.60 


9.68 


5.30 


Diseases of Respiratory 






















6.81 


System 


9.01 


10.56 


10.52 


6.50 


8.17 


9.00 


5.74 


7.45 


8.44 


9.38 


Chronic Obstructive 
























Pulmonary Discuses 


1.61 


2.90 


3.11 


1.25 


2.32 


2.52 


1.82 


2.15 


2.11 


2.31 


1.14 


Other Likely Disabling 
























Respiratory Diseases 


1.06 


.96 


.97 


1.01 


1.07 


.98 


.81 


.99 


.95 


1.08 


1.10 






1/. 




67 




81 













Table 7 (Continued) 



Percent? Distribution of Diagnoses by 
Disease Type and IHS Area 





Tucson 


Aber- 
deen 


Bemi- 
dji 


Albu- 
quer 


Alaska 


Bill- 
ings 


Okla- 
homa 


Nash- 
ville 


Phoe- 
nix 


Port- 
land 


Nava- 
jo 


Diseases of Digestive 
System: 


7.62 


8.62 


7.35 


10.10 


7.43 


9.25 


8.42 


7.57 


7.22 10.35 




Noninfectious Entiritis and 
Colitis 2.24 

Alcoholic Liver 

Damage .85 

Other Likely Disabling 1.09 


1.81 

.69 
L97 


.75 

.40 
2.02 


1.10 

1.06 
1.89 


.65 

.17 
1.35 


1.08 

.82 
2.05 


.77 

.40 
1.50 


1.17 

.45 
1.21 


.30 

.91 
1.24 


1.29 

.65 
2.19 


1.16 

.39 
1.00 


Diseases of Genito- 
urinary System: 


5.26 


5.53 


4.70 


6.60 


5.08 


i.80 


7.03 


7.70 


6.73 


6.08 


5.33 


Renal Failure 


1.03 


.73 


.40 


.93 


.16 


.43 


.43 


1.33 


.83 


.44 


.59 


Complications of 
Pregnancy, Childbirth 
and Puerperium: 


14.43 


11.98 


8.74 


14.89 


16.71 


12.31 


25.47 


12.38 


13.46 14.08 


27.65 


Hypertension 
Complicating Preg. 


1.53 


.50 


.58 


1.16 


.83 


.61 


l.x8 


89 


1.21 


.51 


Z.w 


Diseases of the Skin and 
Su!Kutaneous Tissue 


4.65 


3.01 


2.36 


2.59 


2.00 


2.41 


1.87 


3.34 


3.19 


2.02 


1.98 


Diseases of the Musculo- 
skeletal System and 
Connective Tissue: 


2.65 


2.76 


3.03 


2.59 


4.30 


3.28 


2.19 


2.73 


2.75 


3.87 


1.86 


Arthropathies, 
Rheumatism, 
and Related Disorders 


1.67 


1.57 


1.59 


1.50 


2.83 


1.76 


1.27 


1.46 


1.64 


2.35 


L08 


Congenital Anomalies 


.70 


.82 


.58 


.81 


1.39 


.72 


.97 


.83 


1.17 


.55 


1.77 


Conditions Originating 
in the Perinatal Period 


3.17 


3 11 


1 7Q 


J.D 1 




I. ID 


O.OJ 


2.2U 


4.27 


i.j8 


5.13 


Symptoms, Signs, & 111 
Defined Conditions 


5.88 


6.45 


8.46 


6.17 


6.06 


6.66 


4.47 


7.78 


6.08 


<;.20 


5.09 


Injury and Poisoning: 


10.00 


10.98 


10.18 


10.37 


11.82 


12.29 


5.12 


5.22 


11.45 11.45 


9.15 


Intracranial Injury, 
Including Skull Fracture .87 
Injury to the Spinal 
Column, Back, or Nerves ~ 


1.30 
.42 


1.06 
.35 


1.07 
.37 


1.08 
.53 


1.50 
.68 


.54 

.22 


.63 


1.06 
39 


J. 27 
.68 


.69 
.31 
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The regional data underscore the fact that American Indians are a heterogeneous group 
representing differing sets of health problems* The diabetes disease category provides a 
prime exJimple of this phenomenon. Diabetes makes up more than 6 percent of all 
diagnoses in four IHS areas (Nashville, Tucson, Bemidji and Phoenix), a rate which is 
more than double that of the general population as shown in Table 6, At the same time, 
diabetes makes up less than one percent of the case load in the Alaska area. Most strikingly, 
Tucson and Phoenix areas have over six percent of their case load composed of diabetes 
while the Navajo area has less than three percent of its diagnoses in the diabetes category. 
This shows that the relative prominence of a particular disease can vary markedly even 
among American Indian groups residing in a given geogr^iphic area, "^ iter-area differences 
in.the prominence of particular disease categories may also reflect differences in the 
expertise of IHS staff aiid their efforts to identify and treat patients with that disease. 

Substantial differentials in the proportion of diagnoses accounted for by.particular 
diseases are present across virtually all disease categories. Alcohol and drug dependency 
make up a particularly large proportion of all diagnoses in the Aberdeen and Albuquerque 
areas. Otitis media is particularly prevalent in the Alaska ' S area. Percentage rates of 
circulatory diseases tend to be higher for eastern IHS areai than for most of the westem 
areas. Respiratory disease and particularly chronic obstructive pulmonary disease tend to be 
most prev^ent in the rorthem IHS areas, as do arthropathies and other diseases of the 
musculoskeletal system. The percentage of diagnoses made up of injuries and poisonings 
is considerably lower for the Oklahoma and Nashville areas than for the other nine areas. A 
relatively strong correlation between the percentage of alcohol dependency diagnoses and 
the percentage of injury and poisoning diagnoses is also apparent, suggesting Aat: alcohol 
abuse does influence injury rates. State to state disease paitems generSly p^lel the IHS 
area patterns. 

Summarv> The rate of diagnosed disease based on hospitalization data is considerably 
lower for American Indians in IHS service areas than for the U.S. population as a whole. 
Given the high death '^tes of American Indians at early ages and other evidence of American 
Indian health problems, this lower rate appears to indicate that American Indians generally 
have less access to mpatient medical services. 

Percentage distributions of diagnoses by disability-oriented disease class indicate that 
American Indians are disproportionately likely to have exhibited several diseases and 
conditions which tend to be disabling. These disease categories include tuberculosis, 
diabetes, alcohol dependency and related conditions, eye and ear conditions, entritis and 
colitis, renal failure, perinatal cc^^ditions and several forms of congenital disorders, and 
accidents and injuries. 

The age distribution of diagnosed diseases clearly reflects the fact that American 
Indians tend to have healtii problems at earlier ages tiian otiier groups. While tiie American 
Indian population is younger than the U.S. population as a whole, this only partially 
explains tiie disproportionate numbers of young clients in the IHS data. American Indians 
under the age of 35 are clearly more likely tiian others in ti'ieir age group to experience a 
wide variety of medical problems. 

Geographic comparisons of the distribution of diagnosed diseases suggest that 
American Indians are a very diverse groiq) and tiiat policies need to be tailored to the needs 
of particular American Indian populations. 
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A Comparison of IHS Hospitalizarion and RSA 
Rehabilitarion Data bv Disability Category 

The IHS hospitLiization data discussed aboyc haye been oi:ganized into disability- 
oriented categories which can be made to approximately parallel the major disability 
categories used by RSA in proyiding vocational rehabilitation sendees to clients. The 
limitations of this analysis mDSt be clearly understood. Some of the hospitalization 
diagnostic categories narrowly define small numbers of patients who are yery likely to haye 
a disability which caii be appropriately served by vocational rehabilitation. At the same 
time others of die hospitalization diagnostic categories provide large pools of patients with a 
much smaller proportion of those in the pool being likely to have a disabling condition 
which can be served by RSA. Thus any comparisons made must be in relative terms. If 
die percentage of American Indian diagnoses in a disease class is much higher tiian the 
percentage in that disease class for all U.S. ho^itals, it is reasonable to expect a 
corresponding relationship between American Lidians and otiier clients in vocational 
rehabilitation programs. The ticatment or service ratios for American Indians compared to 
all groups can be compared across die two data sets. The IHS hospitalization data covers 
only states served by IHS, while national RSA data are used. Given the limitations and die 
very indirect nature of die data, results must be interpreted very cautiously. 

The data presented here can in no way measure the overall appropriateness of the 
number; of American Indians served by RSA, nor can it evaluate die effectiveness of diat 
service. These issues have been addressed in a study (Morgan and 0'Connell,1987) which 
indicates that i^erican Indians are substantially underserved on an overall basis by RSA, 
and that rates of successful rehabilitation among those American Indians who are served are 
lower than success rates for odier groups for a variety of reasons. An American Indian 
who is disabled was found to be only 60 percent as likely as odier individuals who are 
disabled to enter die vocatf^onal rehabilitation system and be successfully rehabilitated 
through RSA. The tables presented here can only identify categories of disease which are 
more or less underserved than otiiers, and do not address die overall level of services 
received across disability types. 

The distrib'jtions of diagnoses by disability type for IHS and U.S. short stay 
hospitals are prescjnted in Table 8. These distributions are very similar to those presented 
in Table 6 above except that disease categories have been aggregated where necessary to 
correspond to IHS major disabling condition categories. Not all disease categories are 
included in Table 8. In general, only those disease classes specifically identified as 
subcategories in Table 6 and die "odier likely disabling" categories of Table 6 are translated 
into an appropriate category of Table 8* The classifications scheme presented in Appendix 
C-1 indicates the correspondence established between ICD and RSA codes* Table 8 does 
not provide any startling results not noted earlier. 
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Table 8 

Distribution of Diagnoses by Disability Type for 
IHS Versus U.S. Short Stay Hospital 



Percent of Ali Diagnoses 
(A) (B) Ratio 

IHS U.S. A/B 
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1 inc!5» 

i.iUvO 


*X 95i 


Drug Abuse 


.08% 


.23% 


.35 


Other Character Disorders 


\6i% 


1.39% 


1.16 


Mental Retardation 


.08% 


.09% 


.89 


Other Disabling Conditions 


31.48% 


48.02% 


.66 


Cancer 


1.44% 


4.15% 


.35 


Asthma & Allergies 


.90% 


.83% 


1.09 


Diabetes Mellitus & Other Endocrine Cond. 


4.66% 


2.97% 


1.57 


Blood Conditions 


1.98% 


2.03% 


.98 


Epilepsy 


.20% 


.19% 


1.02 


Other Nervous System 


.60% 


1.18% 


.51 


Heart and Circulatory Conditions 


7.69% 


20.41% 


.38 


Respiratory Conditions 


2.09% 


3.62% 


.58 


Dental Conditions 


.30% 


.21% 


1.45 


Digestive Conditions 


3.11% 


3.18% 


.98 


Genito-Urinary Conditions 


5.40% 


7.33% 


.74 


Renal Failure 


.60% 


.50% 


1.20 


Speech Impairments 


.06% 


.04% 


1.70 


Skin Conditions 


2.45% 


1.40% 


1.76 
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The corresponding distributions of American Indians and others accepted a: RS A clients 
are presented in Table 9* The data presented there represent American Indian VR clients and a 
sample of general population clients served over fiscal years 1980 through 1982* 



Table 9 



Distribution of Accepted RSA Cases by Disability Type for 
American Indians Versus AU Clients 





Percent of Accepted Cases 




(A) 


(B) 


Ratio 




A.L 


U.S. 


A/B 


Conditions of the Eye 


'5.26% 


7.64% 


82 


Cataract 


1.01% 


1.27% 


J9 


Glaucoma 




.46% 


73 


Other Disease 


226% 


2.98% 


.76 


Congenital 


.85% 


lU 


70 


Accident-Other 


1 81% 


1.72% 


1 05 


Conditions of the Erir 


3 41% 


4.32% 


19 


Disease 


1.09% 


1.49% 


74 


Congenital 


.77% 


1 13% 


68 


Accident-Other 


1.54% 


1 70% 


90 


Orthopedic Conditions 


2431% 


25 76% 


-94 


C6reteal Palsy 


.52% 


99% 




Congenital 


1.46% 


1.98% 


74 

. /*T 


Arthritis 


2.66% 


2.17% 


122 


Stroke 


.60% 


.839o 


72 


Other Diseases & Degenerative Conditions 


2.50% 


3.61% 


.69 


Spinal Chord 


2.36% 


2.00% 


LIS 


Accident-Other 


14.22% 


14.18% 


l.OC 


Psychological Disorders 


48^9% 


41.65% 


1 16 

X .X\J 


Psychotic Conditions 


4.15% 


7.52% 


.55 


Psychoneurotic Conditions 


5.20% 


8.11% 


.64 


Alcohol Abuse 


19.35% 


5.80% 


3.34 


Drug Abuse 


1.52'^?' 


1.54% 


.99 


Other Character Disorders 


9.45?i. 


7.84% 


1.21 


Mental Retardation 




10.84% 


.79 


OUier Disabling CcHidltions 


16.34% 


19.15% 


.85 


Canco^ 


.70% 


.87% 


.80 


Asthma & Allergies 


.53% 


1.01% 


.53 


Diabetes Mellitus and Other Endocrine Cond. 


• 1.59% 


2.00% 


.79 


Blood Conditions 


.30% 


.42% 


.70 


Epilepsy 


2.10% 


2.20% 


.96 


Other Nervous system 


.81% 


1.17% 


.69 


Heart and Circulatory Conditions 


2.52% 


3.98% 


.63 


Respiratory Conditions 


.69% 


.91% 


.76 


Dental Conditions 


2.89% 


1.72% 


1.68 


Diijestive Conditions 
Genito-Urinary Conditions 


1.43% 


1.75% 


.81 


1.73% 


2.00% 


.87 


R'^nal Failure 


.42% 


.20% 


2.06 


Speech Impairments 


.39% 


.52% 


.75 


Skin Conditions 


.25% 


.40% 


.62 



TaMe iO compares the service or treatment ratios of the IHS and the RSA data across 
categori>'.'S of major disabling conditions, where a ratio greater than one indicates a 
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disproportionate percentage of American Indian patients/clients in the specified disability 
category, llie ratios indicate substantially lower service ratios by RSA for most sensory 
disorders. RSA service ratios are lower than those for IHS in all categories of eye and ear 
conditions. The difference is particularly large for all categories of ear conditions and for 
congenital eye conditions, although the latter may have limited meaning due to the very 
small numbers of cases involved (see percentages in Table 9). RSA's service ratio for 
orthopedic conditions is slightly higher over all then that for the IHS hospitalization data. 
However, the service ratio for orthopedic impairments duf to accidents is substantially 
lower for RSA. The service ratios for psychological disorders cannot be meaningfully 
coinpaied due to the huge disparity in the absolute importance of this category between the 
two data sets. Psychological disorders make up over 40 percent of all RSA cases and less 
than 7 percent of IHS diagnoses. Hospitalization data clearly do not adequately cover 
many types of psychological disorders. The limited data available suggest that RSA is 
serving psychological disorders at a rate consistent with the IHS data* The disparity 
between individual categories and the ratios for aU psychological disorders is caused by the 
extreme dominance of ^cohol dependency in the IHS data* In other disabling conditions 
the RS A service ratio is generally higher than that for IHS hospitalizations. Notable 
exceptions aie in the areas of diabetes, asthma and allergies, speech impairments, and skin 
condtioiiS. 
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Table 10 

Comparison of RSA and IHS Service Ratios For American Indians 



Ratio American Indian to 
General Population 
Service Percentages 

RSA IHS 



L^onaiLions oi me eye 


.0/ 


1.26 


uataract 




1 22 


Glaucoma 


.73 


.84 


Other Disease 


.76 


1.38 


Congenital 


.70 


2.03 


Accident -Utner 


1 

1.05 


1.02 






Z»61 




.74 


2.95 


C^f\n front tol 

v^ongeniiai 


/CO 

.05 


2.17 


Acciaeni * uiner 




2.35 


Orthopedic Conditions 


.94 


.90 


i^ereorai r^oisy 


CO 


.93 




./4 






1 oo 
1.22 


.75 


ouuKe 


.72 


.55 


uinerj^iseases oc L/egenerauvc conoitions 


.59 


.76 


Cm not C^e\^i\ 

opuiax v^oru 


1 10 

l.lo 


J.U5 


/^cciucni * lyuier 


1 (\(\ 


1.39 




J lo 


1.34 


Psychotic Conditions 


ce 
.JJ 


An 






. /U 


Alcohol Abuse 


3.34 


3.28 


Drug Abuse 


.99 


.35 


Other Character Disorders 


1.21 


i.l6 


Mental Retardation 


.79 


.89 


Other Disabling Condit'ons 


.85 


.66 


Cancer 


.80 


.35 


Asthma & Allergies 


.53 


1.09 


Diabeies Mellitus & Other Endocrine Cond. 


.79 


1.57 


Blood Conditions 


.70 


.98 


Epilepsy 


.96 


1.02 


Other Nervous Systi;m 


.69 


.51 


Heart and Circulatory Conditions 


.63 


.38 


Respiratory Conditions 


.76 


.58 


Dental Conditions 


1.68 


1.45 


Digestive Conditions 


.81 


.98 


Genito-Urinary Conditions 


.87 


.74 


Renal Failure 


2.06 


1.20 


Speech Impairments 
Skin Conditions 


.75 


1.70 


.62 


1.76 
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Summaiy ^ The data presented above can provide only a very tentative appraisal of 
relative rates of service across disease ^es between RSA and IHS. Other oOidies 
(Morgan & O^Connell, 1987) suggest that the American Indians are substantially 
underserved overall by vocational rehabilitation agencies. The comparisons prcsr.nted here 
indicate that RS A*s service ratio for American Indians is substantially lower than dmt based 
on IHS hospitalization data in all areas of sensory disabilities, orthopedic impairments due 
to accident, asthma and allergies, diabetes, speech impairments, and skin conditions. It is 
not appropriate to treat the hospitalization data as a true incidence measure against which 
RS A.perforqiance is to be compared, since IHS may overserve or underserve particular 
! disease classes as weii. However, areas of major divergence between the two ratios do 

suggest possible service gaps which should be investigated. 

A special analysis of California's Lidian population was undertaken because 
comparable data from California is not cunentiy available from this state in the national 
i Indian Health Service data bank. Appendix C-4 provides a sunamary of this analysis. 

Generally speaking, the analysis of California American Indian data does not show 
marked differences from the findings reported for the nation as a whole. 

Analysis of Select IHS Area Regions 



Because the American Indian population is heterogeneous, residing in widely 
varying environments, with unique genetic backgrounds, and experiencing many differing 
work and living conditions, health and disabling conditions within this group cannot be 
assumed to be identical. It is important to investigate regional differences and similarities 
of disabilities and disabling conditions affecting the Indian population to show specific 
needs and gaps in service requirements. Such an analysis provides a broader picture of the 
disabled Indian. 



This section of the report is intended to look at selected regional groups in order to 
highlight significant health conditions timt are likely to result in some form of disability. 
The selected IHS regions, Navajo, Billings, and Alaska, were chosen for a regional review 
of health status because they represent three regions of the country with unique 
environmental, climatic, and tribal differences. Further, these IHS regions have developed 
pediatric handicapped registers which were made available to us for analysis. Site visits 
made to each area enabled the researchers to identify and collect many secondary sources of 
data specific to health conditions from each repon. Although data was collected and 
analyzed from the Indian Healtli Service inpatient/outpatient client data bank, service 
delivery systems often make note of the original treatment diagnosis and not the major 
disabling condition. Further, many disabling conditions, such as developmental 
disabilities, do nor necessarily present themselves in a medical state facilitatmg easy 
identification of disability problems. They may evade identification during the early years 
of a child's Irfe until the child reaches school age. Additionally, because the Indian Health 
Service does not generally compile its data in a manner facilitating the calculation of 
disatelity prevalence rates, locd IHS and tribal research and research performed by outside 
groups were reviewed to provide a more comprehensive picture of American Indian and 
Alaska Native with disabilities. 



American Indians with Disabilities in the Navajo Area 

The Navajo Nation was selected for closer scmtiny in this study because it occupies 
a unique position as the largest tribe in Indian country with a pop^^ation ahno y ' times 
that of the second largest tribe and a rural, isolated reservation land base located in three 
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states. Because of the insular, traditional nature of Navajo society and because of the 
tribe's size and distance from non-Indian health services, it has long been a valuable subject 
for Indian health research* In addition, one of the nation's three federally-funded Indian 
Vocational Rehabilitation pix)grams is operated on the reservation administered throu^ the 
tribal structure at Window Rock, Ari::ona^ 

According to Indian Health Service population estimates, in 1986, 171,097 Indian 
people rved on or near the Navajo reservation. The reservation comprises T. ,000 square 
miles and is largely economically imdeveloped. Located in northem Arizona and 
northw'^stem New Mexico, the reservation also extends into southern Utdi and touches the 
border of Colorado. The land is rural and much of it is inacccbsibie except by horse or 
four-v/heel drive vehicle. There are no large metropolitan area^i. Seventy-eight percent of 
the population is located in seven small conomunities; the rest is widely scattered in small 
family settlements with few families having telephones, central heating, electricity, g as, or 
running water (U.S. Bureau of the Census, 1980). Qean water and adequate sanitation 
services are not available m many rural areas of the reservation. 

The Navajo Health Systems Agency (1987) reports that the Navajo people 
comprise approximately 94% of the reservation population, with the rest consisting of 
Whites and Indians from other tribes. In 1983, 51% of the population was female and 
49% was male. The birth rate is high (26.8 per 1000 persons in 1984) and the overall 
population is increasing by approximately 2.5% per year. The overall Navajo population is 
young with one-half of the population below the age of 19 and only 4% over the age of 65. 

Educationally and economically, the Navajo are extremely disadvantaged. In 1980, 
approximately 35% of reservation-based Navajos 25 years and over were high school 
^^uates (compared to 72.3% in the State of Arizona) and only 3.2% of that group had 
graduated from college. The median family income on the reservation in 1979 was $9,079, 
as compared to $24,540 for the U.S. and $19,017 for Arizona; 49% of the Indian 
population had incomes below the poverty level, as compared to 9.2% of the U.S. and 
13.2% of the Arizona population (U.S. Bureau of the Census, 1980). 

Economic activities on the reservation consist primarily of the provision of serv'ices 
to the resident population, the mining and export of mineral resources (coal, petroleum, and 
uranium), and the raising of livestock. Twenty percent of employed pei^ons in 1981 
worlced for the tribal or federal governments. The official Navajo unemployment rate for 
1983 was 35.3% and v;as believed by the tribe to significantly underreport the unemployed 
population, as many individuals were not in tl:e regular work force (Navajo Health 
Systems Agency, 1985). 

The health system serving the Navajo Nation consists mainly of the Indian Health 
Service (IHS) and, to a lesser e^itent, private providers. 'The Indian Health Service 
maintains six hospitals with a total of 400 beds. Nine outpatient health centers and 13 
health stations dot the reservation. One additional health center is managed by the Navajo 
tribe under P.L. 93-638, the Indian Self-Determination and Educational Assistance Act. 

In many parts of the reservation, health u cilities are not easily accessible because of 
the long distances (up to an hour) that people must drive over rough, sometimes impassable 
roads. Additional health care services may be contingent upon eligibility reqnir:.*nents 
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and/or availability of required services* Speciality care not available at the IHS facility may 
be purchased by contract at other distant locations such as Phoenix, Arizona, or 
Albuquerque, New Mexico* 

According :r> the Navajo Health Systems Agency (1986), there are four major 
environmental issues facing the Navajo Nation; these are radiation contamination, 
overgraTing of the land, pesticide contamination, and oil and gas mining aiid development 
Uranium mining began on the Navajo Reservation in the 1940s and in the early years 
worker safety and cleanup of radioactive waste material were not required in leases and 
contracts- The rising lung cancer rate among former uranium miners and the contamination 
of some ground water supplies and other areas of public access are of particular public 
health concern. Based on a study of more than 700 Indian uraniimi miners, the increase in 
the risk of lung cancer among Navajo miners is estimated to be at least 85 fold (Schwartz, 
1979X FurthCT, the health oflndianfamiUes is threatened by such mining* Discarded mill 
tailings were used for construction of homes, schools, hospitals and roads in Grand 
Junction, Colorado. Inside the homes, the radioactivity was found to be more than 100 
times the normal exposure level (Tso, 1980). The incidence of congenital deformities 
among newborn infants subsequently increased (Schwartz, 1979). Improper disposal of 
pesticides used in livestock dipping and spraying has also led to contamination of water and 
food supplies (Navajo H^th SystemsAgency, 1985). 

Source of Data and Limitations , Comprehensive statistics on the disabled Navajo 
population were not available from any source. Outpatient and inpatient diagnoses for FY 
1986 were obtained for Navajo Aiea fflS hospitals and clinics. In addition, a register of 
handicapped Navajo children maintained since 1983 by the Navajo Area Physical Therapy 
Department was procured. The very large body of health research perfomied on the 
Navajo population was reviewed and numerous articles from the existing professional 
literature addressinjg specific disabilities were analyzed. Because of the fragmented and 
incomplete nature of tiie data, a special effort was made to meet with IHS and tribal staff 
and to speak with professional staff by telephone to obtain additional insights and 
observatior-;. A site visit to the Navajo Reservation to meet with the Indian Health Service 
health planner, the director of the Navajo Vocational Rehabilitation Program and the Navajo 
i^ealth Systems Agency staff was made to gain a tribal, as well as an MS, perspective. 

With the exception of the pediatric register, the IHS data system does not report the 
numbers of patients but presents the data in terms of "patient visits". In addition, because 
of the severe limitation of resources within IHS, the numbers of patients served are not 
entirely reflective of the prevalence of a given health problem as services are contingent 
upon the availability of funds and providers to ser\'e the clientele, as well as on IHS 
medical priorities. Also, as noted above, IHS has a medical orientation and is not in the 
business of quantifying disabilities which may not always result in the provision of tnedical 
services. Therefore, the IHS data can only be used as a general guide to the major 
disabling conditions among the population. In this regard, the outpatient data is particularly 
needed to capture iribrmation on long-term conditions that require regular monitoring 
without hospitalizations. 

Pediatric Handicap Re^^Ssten The leading categories among Navajo children 
reported as a disability by the Navajo Area Indian Health Service on the pediatric handicap 
register are presented in Appendix C-5. The most frequently appearing disabilities on the 
Navajo pediatric handicap register in order of prevalence are: 
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h Developmental delay 
2. Seizure disorder 

3* Orthopedic disorders (combined category) 

4* Language/speech delay 

5. Problems related to meningitis 

6* Problems related to prematarity 

?• Cerebral palsy 

8. Mental retardation 

9* Fetal Alcohol Syndrome/Fetal Alcohol Effect 

It appears that several of these leading health condidons may have common origins, 
at least in some cases; Developmental delay, language and speech delay, cerebral palsy, 
and mental retardation are frequently related to low birth weight 

Teenage women have a significantly higher than average risk of giving birth to low 
weight infants- On the Navajo Reservation and throughout Indian country teenage women 
have much higher birth rates tiian die U.S. as a whole* Between 1981-1983, 
approximately one out of evex^ 5 Navajo babies was bom to a teenage mother. Ahnosi 6% 
of these babies were underweight (less tiian 2500 grams) at binh. Thus if large numbers of 
Navajo infants are bom to teenage mothers, they have an increased risk of having a low 
birth weight* If appropriate speciality care is unavailable, these infants are likely to develop 
serious debilitating health conditions leading to disabilities. 

Bacterial menin^tis is another medical condition which may lead to problems of 
developmental delay, seizure disorder, orthopedic disorders, language delay, and mental 
ictardaiion. Bacterial meningitis is also a major cause of deatfi among Navajo infants and 
young children. In 1968-1973, bacterial meningitis was found to occur in Navajo children 
at a rate of 27.7 per 100,000 population, compared to 5.9 in Bernalillo County, New 
Mexico, in 1964-71 (Coulehan et al., 1976). In 1973-1980, die incidence at Navajo of 
meningitis related to Haemophilus influenza was 152 per 100,000 population (Centers for 
Disease Control, 1986). In another study of Soutiiwestem American Indians, 30% of 
patients surviving this disease had documented persistent neurological aononxialities 
including intractable seizures, mental retardation, developmental delays, hemiplegia, 
quadriplegia, language delays, hearing loss, cortical blindness and organic hyperacti.vity. 
Seven percent of patients contracting the disease subsequently died. (Yost et al., 1986). * 

The relationship between bacterial meningitis and Haemophilus influenza CHi) has 
been well-documented. Efforts to reduce the incidence of Hi have been hampered^by the 
fact that most Indian children contract Hi before the age of 2 years, when existing vaccines 
are largely ineffective. Efforts to develop an improved vaccine are underway (see Alaska 
report for more discussion). 

Fetal Alcohol S>'ndrome (FAS) and Fetal Alcohol Effect (FAE) are other disorders 
associated with developmental delay, seizures, orthopedic disorders, cerebral palsy, and 
mental retardation, among others. FAS has emerged over the past few years as possibly 
the major cause of serious health problem among Navajo Indians. A preliminary study 
conducted by May (1984) on die Navajo Reservation found that one of every 690 births 
exhibited FAS and/or FAE sympton The prevalence of the condition was 1.6 per 1,000 
population ill ages 0-14. Fetal Alcohol Effect (FAE), a milder form of in-utero damage, 
was found in a ratio of 1:1 with FAS at Navajo. The prevalence of FAS and FAE in the 
Navajo population aged 0-14 was found to be 2.5 per 1,000. This rate is roughly 
comparable to the rates reported in Sweden, France, and Seattle, Washington, and is 
slightly lower tiian the rate found in the Pueblo Indians (2.7 per 1,000); it is significantly 
lower than die rate found in two Plains tribes. Apache and Ute (19.5/1,000). However, 



mare research must be done to validate the preliminary study. The Navajo FAS rate of 1.6 
may also be compared with a rate of 42 found in the Alaska Native population (Alaska 
Area IHS unpublished study). This difference may reflect real differences in the 
populations, or be related to the accuracy with which the condition is being reported on the 
rc^ective reservations. 

Fetal Alcohol Syndrome is presendy the subject of an IHS-wide education 
campaign. However, funds are limited and local areas are pursuing efforts on their own 
initiative. 

Physical disabilities . Disability fix)m trauma due to accidents is high among the 
general Indian population (May, unpublished), although the prevalence and range of 
disability from this source has not been quantified. As accidents are the leading cauL*. of 
death for both sexes on the Navajo Reservation, it can be assumed that disability from this 
cause is also high at Navajo. Amputations result from injuries (35-40 per year), diabetes, 
and a small number of industrial accidents (Swett, 1987). It is evident that more 
information should be gatiiered on the types and prevalence of disability due to accidental 
trauma, 

Swett (1987) provides the following information regarding Navajo physical 
disabilities: "Our incidence of spinal cord injury have come down to near the national 
average in the past five years with tlie improved emergency capabilities all over the Navajo. 
List follows: 

Spinal Cord Injuries Actively followed 190 SCI patients. Patients who ai-^ 

partial injuries are removed only if they need no 
services. 7-10 new patients per year average. 

There are about 500 on the Navajo, mainly lower 
extremity* Most are over 40 years old and at least 50% 
are secondary to diabetes. Most do not require 
Vocational RehaWlitation services, partially due to age. 

There are approximately 400 head injured people who 
have some residual disability. There are probably 
approximately 15 new disabilities per year. 

There are very few in number and attacks & other 
usually involve people in an age neurological group 
older and not interested in diseases being retrained for 
any occupation." 

Rates of epilepsy and seizure disorders have been found to be significantiy higher 
among several southwestern tribes than in non-Indian comparison communities. The 
difference in rates was primarily caused by accident trauma; many of the accidents were 
alcohol-related (Levy, 1981). 



Amputees 



Head Injury 



Stroke, Heart 
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Behaviorallv>related disabilities. Fourof the ten leading causes of death in the 
Navajo IHS Area in 1981-83 were related to behavioral problems. These leading causes oi 
death were: 

Rate per Times Greater than the 

mm pop. U.S. rate 

L Accidents & adverse effects 158.7 4.3 

2. Suicide 15.4 1.3 

3* Homicide 15.0 L6 



Within the category of accidents, motor vehicle accidents was the major causal 
subcate'^ory with a mortality rate of 95.9 per 100,000 population, 5.0 times the rate for the 
U.S. as a whole (Navajo Area fflS, 1986). 

Chemical dependency. Alcoholism has been identified by the Health and Human 
Sendees Committee of the Navajo Tribal Council as the leading health problem among 
Navajos. Population groups at highest risk and in need of prevention or treatment services 
include school-aged youth, those jailed or hospitalized for alcohol-related problems, 
inhalant abusers, and families relocated from the land dispute areas who are uiider 
psychological stress. Families experiencing domestic violence are also in need of special 
help (Navajo Health Systems Agency, 1982). 

A survey of 5,545 Western Navajo youth aged 8-10 years conducted by the Navajo 
Tuba Qty Adolescents Substance Abuse Program found that 60% used alcohol, 21% used 
marijuana, and 4% reported deliberate inhalation of toxic substances (Navajo Health 
Systems Agency, 1987). 

Alcoholism is a special problem among the Navajo, as with most other Indian tribes, 
because of the widespread nature and severity of the problem and the unique conditions and 
factors contributing to alcohol use and abuse among Indians. The Navajo Reservation is a 
"dry" reservation, prohibiting the sale of alcohol within the reservation boundaries. Those 
individuals wishing to purchase alcohol have to drive long distances off the reservation to 
purchase the liquor. Road conditions to and from the reservation can be primitive, 
compounded with the lei.gth of the drive and the condition of the driver, vehicular accidents 
are likely. 

Mental disorders. The prevalence of disabling mental and emotional disordei-s on the ^ 
Navajo Reservation has not been established; however, it can be assumed to be very high, 
based on the leading causes of death and other indicators of social dysfunction such as 
alcoholism. 

The following illustrates the percent by category for inpatient diagnosis for mental 
disorders in 1985: 



Category Percent 

1. Non-organic psychotic conditions 34% 

2. Other mental disorders 19% 
3* Neurosis/personality disorders 17% 

4. Acute stress reactions 17% 

5. Organic psychotic conditions 13% 
(excluding alcoholism) 
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Forty-four percent of mental health hospitalizatioh.-; were among males and 56% 
among females* This is in contrast to alcohol and drug abuse hospitalizations where 60% 
and 85 %, respectively, were among males* 

The Navajo Nation Master Health Plan estimates the number of developmentally 
disabled Navajos at between 9,000 and 13,500 persons, a prevalence of between 53 and 79 
per 1,000 population* The Plan also reports that, of this estimated number, 3,000, or less 
than 21%, have been identified and are receiving services. G^avajo Health Systems 
Agency, 1982)* Swctt (1987) reports that the Navajo Area IHS has 1800 developmentally 
delayed individuals on its computerized data base* IHS statistics show about a 3% 
incidence of developmental disability in newborns* 

SensQiv Disorders: Serious astigniatism (greater than 2 diopters) has been found to 
be extremely prevalent among Navajo children; 26% compared to approximately 2% in the 
total U,S* population (Garber, 1981). Similar vision problems have also been seen among 
75% of an Alaska Native cohort (See Alaska report)* 

Otitis media, an infection of the middle ear, is extremely prevalent among Navajo 
children. In a mass screening from 1978 to 1980 on the Navajo Reservation, Nelson and 
Beny (1984) found that 4.0% of the children had eardrum perforations, 2.3% middle ear 
infusions, 1.9% eardrum atelectasis, and 0.4% sensorineural hearing loss. The prevalence 
of hearing loss was artificially low because the children with bilateral modera^*. to severe 
loss were for the most part in special programs off the reservation and were not captured in 
this study. Navajos appear to be more seriously affected than most other Southwest tribes* 

Although the prevalence of permanent deafness due to otitis media does not appear 
to be extremely high, the presence of the disease m 4*2% of Navajo children (Nelson and 
Berry, 1984) has very serious implications for the psychological and social development of 
these children (McShane, 1982), as well as for language acquisition and school 
performance* 

Orthopedic related problems. There is some controvei'sy over the disabling effects 
of congenital hip dysplasia, a condition found among the Navajo with an incidence of 1.7% 
(Pratt et al., 1982)* Corrective surgery performed by the Indian Health Service was found 
to be more disabling than the dysplasia itself. Fusion of the hip joint resulted in restriction 
of the joint limiting such activities as horseback riding, a necessary task for many sheep 
and cattle ranchers. Uncorrected hip dysplasia may lead to an abnormal gait but has not 
resulted in frank hip dislocations since the use of the cradleboard has decreased. 

Other medically related problems . In a cross-sectional study of Navajo diabetics, 
retinopathy was found in 50% of all patients witli a duration of known diabete ; of 5 or 
more years. In Navajo and Hopi patients who had known diabetes ten or more years, 57% 
had retinopathy, 40% had nepropathy, 21% had peripheral neuropatiiy, and 28% had eitiier 
amputations or peripheral vascular disease. The development of these complications 
appears to be similar to those in other races (Rate et al., 1983)* 

The death rate from cancer at Navajo, though low by comparison with the U.S. 
rate, hicrease^ by 23fj between 1972-74 and 1980-83 (U.S. Contress,OTA, 1986). This 
indicates a probable increase in the prevalence of cancer on the reservation* 

Two recent studies have documented a connection between increased rates ol lUng 
cancer and radiation exposure through employment in the uranium mines (Samet et al., 
1984; Gottlieb, 1982)* It can be expected that as the present population of current and 
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former uranium miners age, the rate of this disabling condition will increase* Non-miners 
exposed to mill tailings and contaminated water may also be developing cancer at higher 
rates in the next few years* 

Low level radiation and other results of uranium mining and milling are presendy 
being studied as a possible cause of birth defects among the Navajo in the Shiprock area* 
Prelmnnaiy results show some evidence of birth defects during the late 1960s and the 
1970's (Norwood, 1985; Goodman, Also, the 1980-1982 age-adjusted Navajo 
'^eath rate fiom congenital anomalies wa5 >.4 per 100,000 population, L4 times the U.S. 
All-Races rate and higher than eidier Alaska or Billings. 

American Indians with Disabilities in the Billings Arsa 

The IHS Billings Area consists of the states of Montana and Wyoming. The state 
of Montana, located in the Northwestern United States, is home to the Blackfeet, Grow, 
Assinibome, Gros Ventre, Sioux, Salish, Kootenai, Northern Cheyenne, and Chippewa- 
Cree tribes. There are seven reservations in the state: five located along the northern 
bonier (Flatiiead, Blackfeet, Rocky Boy, Fort Belknap, and Fort Peck), and two located on 
the soutiiem border (Crow and Northern Cheyenne). The state of Wyoming includes the 
Wind River Reservation in Wyoming on which live die Shoshone and Arapahoe. 

According to die 1980 U.S. Census, the state of Montana Indian population 
(37,300) comprised 4 J% of die total state population (786,690)* Forty-nine percent of the 
Indian population wai. ma!:^ and 51%^was female. Hfty percent of die population was 
below die age of 20 years. Hie total 1986 IHS service population for the reservations in 
the BPUngs Area (Montana and Wyoming) was 44,233 and is mcreasing at the rate of 
approy -mately 2.9% per year (IHS population estimates). In addition to die Indian people 
living on die reservations, tiiere is a sizeable Indian population elsewhere m the state, 
primarily in die urban areas. The 1980 U.S. Census reported die urban Indian population 
m Montana to be approximately 9,995 (U. S. Census, 1980). The Wind River service 
population constitutes 12.4% of die BilUngs Area IHS service populatioii* 

The Billings Area tribes are related to a group called tne Plains Indians, who are 
found throughout die Western United States east of die Rocky Mountains. Plains tribes 
share certam social, religious and cultural similarities. They also share a harsh climate widi 
cold, snowy winters and extreme heat in summer. 

The Indian Health Service is the major provider of healdi care to the Montana Indian 
population, maintaining three small, rural IHS hospitals, nine outpatient centers arc? three 
healdi stations. The Indian Healdi Service also provides financial assistance to Urban 
Indian Healdi Programs in seven urban areas (Anaconda, Billings, Butte, Great Falls, 
Helena, Miles City, and Missoula) to provide limited outpatient and referral services to 
urban Indians. 

One of the nation's diree federally-funded Indian Vocational Rehabilitation 
Pi^ograms is situated on the Rocky Boy Reservation which serves the Chippewa-Cree 
tribes. This program is administered by the Stone Child College, one of several Indian 
colleges in the state. 

Educationally and economically, the Montana Indian population is very 
disadvantaged m 1980, only 56.0% of die Indian population aged 25 years and over had 
graduated from high school as compared to 74.4% for die state as a whole. Five percent of 
^ndians had four or more years of college as compared to 17.5% of die total state 
population. In 198^ ^he median Indian family income was $10,763 while die state- wide 



82 

96 



median was $18,413* Thirty-one percent of the Indian families were below the poverty 
level in comparison to 12.3% of ^ Montana families (U* S. Bureau of the Census, 1980). 



There arc several industries in Montana which may contribute to health problems 
and possibly disabling conditions among the state's population. These include 
transportation, agriculture, manufacturing, and mining (Montana Division of Workers' 
Compensation Annual Report). Petroleum, coal, and natural gas arc the principal minerals 
in OTdcr of value. There is no naining on any of the reservations, but coal is mined in open 
pits near flic Crow Reservation; some Indian people may be employed fliere. A tailings pile 
near the Wind River Reservation (Wyoming) is scheduled to be removed soon. 

Source of data and limitations. Most of tiie data collected for this analysis came 
fix)m the Billings Area Indian Health Service or the Indian Health Service national data 
banlo The IHS hospital and clinic data on services provided in selected ICD-9 categories 
for FY 1986 was useful in indicating major health conditions likely to result in a disability, 
altiiough the resource-based nature of ±t IHS healtii system limited tiie ability of die data to 
present a complete picture of service need or dcLmd* The pediatric handicap register, 
fom[ially maintained by the Billings Area Office since 1985, was more useful in estimating 
the prevalence of various disabling conditions. However, the degree of completeness of 
the register is unknown, and the register is limited to the pediatric population. 
Additionally, die register reporting categories are not mutually exclusive. Individuals may 
^pear in more flian one category in the register. Hie IHS is continuing to update, refine, 
and inforaially train staff to identify and report handicapped children in the service area. 

The Bureau of Indian Affairs, die State Vocational Rehabilitation Program, and die 
State Developmental Disabilities Program were contacted for inforaiation but could not 
provide data with enough specificity to be helpfiiL Finally, a few research studies 
pCTformei on disabilities among Montana Indians were found; it appears that this Indian 
population is not as frequent a subject for health research as arc many other Indian groups. 

Aside from the incomplete IHS pediatric register and the few research smdies cited, 
none of the data obtained was useful m calculating die prevalence of specific disabilities. 
However, inferences may be made fiom mortality statistics and from the IHS inpatient and 
outpatient data, and the perceptions and advice of numerous professionals working in the 
field werc drawn ripon to supplement the available statistics. 

A major limitation with prevalence data calculated from the IHS pediatric re^ster 
for the Billings Area include the fact that the population denominator could not be 
accurately determined. Tlie "IHS service population" of childrcn under the age of 18 was 
used, but an unknown percentage of these children receive their carc fix)m sources other 
than IHS and so would not be identified by IHS pro'/iders. The cases identified on the 
register represent those children currentiy in care or being processed for services. Children 
who received services before the register was put mto place do not appear on the register. 
Different disabling problems may appear on the register with different degrees of 
completeness, depending on whether or not IHS is the logical service refeiral for the child 
with disabilities. 

Pediatric Handicap Register . According to the pediatric handicap register 
maintained by the Billings Area Indian Health Service, the following are the leading 
conations found among the Billings Area children (See Appendix C-6 for total numbers of 
disabled in each category, male/female ratios and prevalence rates): 
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L Seizure Disorder 

2. Pulmonary disorders 

3. Developmental delay 

4. Language & speech delay 

5. Problems related to prematurity 

6. Fetal Alcohol Syndrome 

7. Qeftpalatc/cleftlip 

This register has been maintained informally for several years. However, the 
completeness of the register is unknown at diis thne (Lewis, 1987)- Several of the major 
reported conditions on the Billings Area pediatric register are the same as ti.ose found at 
Navajo; these include seizure disorder, developmental delay, language and speech delay, 
problems related to prematurity, and Fetal Alcohol Syndrome. However, differences also 
exist The Billings Area has a much higher rate of puhnonary disorders. Qeft palate/cleft 
lip is also found at a much higher rate in the Billings Area- Rates of reported meningitis 
cases are considerably lower at Billings than at Navajo. 

As at Navajo, seizure disorder, developmental delay, and language and speech 
delay may be associated with Fetal Alcohol Syndrome. Based on these data, the rate of 
FAS is higher in the Billings Area (2.4 per 1,000) than at Navajo (1.7 per 1,000). 

The rate of seizure disorder found among BiUings Area Indian children based on the 
pediatric register (5.8 per 1,000 population) is unusually high when compared to the 1980 
U.S.-AU Races rate of 3.5 per 1,000 (Gortmaker, 1984). Fetal Alcohol Syndrome and 
accident trauma may contribute to this high rate, but further investigation of this disabling 
condition is needed The high rate is even more alarming when one considers th?t it 
probably significantly undeircports the problem due to data inadequacies. Although no 
studies have been performed on the incidence of Fetal Alcohol Syndrome amr-'ig Montana 
Indians, a study of the Apache and Ute, other Plains Indian tribes, revealed an extremely 
high incidence and prevalence of Fetal Alcohol Syndrome and Fetal Alcohol Effect The 
prevalence among children aged 0-14 years was 10.7 per 1000 for FAS and 19.5 per 1000 
for FAE (May, 1984). The Billings IHS pediatric register is not a good data source for 
estimating this problem among Montana tidian children because many FAS children appear 
on the register identified with other related problems. However, five of the six most 
common disabilities listed on the Billings ^a IHS pediatric handicap register (pulmonary 
disorders, developmental delay, lani^uage and speech delay, FAS itself, and cleft palate and 
cleft lip) are all features associated vnih FAS and FAE (Streissguth, 1986). 

The incidence of cleft palate has been observed to be extremely high among 
Montana Indians. In a study of 363 Montana babies bom with this anomaly from 1955- 
1965, 38 of these babies were Indian, creating an incidence of clefdng in this population of 
3.5 per 1,000, compared to 2,0 per 1,000 for the Caucasian population (Bardanouve, 
1969). In the U.S. in 1980, the incidence of this problem in all races was 1.3-2.0 per 
1,000 (Gortmaker, 1984). Qeft palate and lip are found at higher than averjige rates among 
FAS children. Cleft palate and lip have also been linked to maternal trauma and ingestion 
of certain dmgs during the first trimester of pregnancy. 

Physical disabilities^ By far, the most serious cause of death and medical treatment 
in Montana in recent years has been accidents and adverse effects. In 1980-1982, the 
death-rate in this category was 236.1 per 100,000; this was 5.9 times the US All-Races rate 
and was higher than either Alaska or Navajo. The motor vehicle death-rate was almost 
seven times the U.S. rate (U.S. Congress, OTA, 1986). Even compared to the high rates 
of hospitalization due to accidents found IHS-wide, the Billings Area stands out The 
second leading cause of hospitalization in Billings, accidental falls, resulted in a 1986 




hospitalization rate 2A times higher than the IHS-wide rate in that year. The fifth* leading 
cause of hospitalization in that year was "injuries due to motor vehicle accidents"; Montana 
had a rate 2.0 times tfie IHS-wide mte* "Injuries by otiiers" was tiie eighth leading cause 
of hospitalizatioii; Montana had a rate L9 times the all-IHS rate. Low back pain, and 
injuries to nerves and tiie spinal cord caused hospitalization in Montana at 1.9 and 2.1 times 
the all-IHS rate. 

Althou^ :t has not been documented tiirough research, the above data imply tiiat 
the prevadence of disability due to accidents and injuries is probably very high among 
Montana Indians. Personal communication with present and former IHS medical personnel 
confirm this impression (Neely, 1987; Lewis, 1987). 

Chemical dependency . The 1980-1982 age-adjusted death-rate from liver cirrhosis 
was 9.8 times that of the U.S.:A11-Races rate and almost four times that of either the Alaska 
or Navajo populations. Liver cirrhosis is often used as an indicator of the prevalence of 
alcoholism in a population; tiius, it appears that alcohol abuse is a problem of critical 
proportion in Montana. As another indicator of the alcohol abuse problem, the 
hospitalization rate for Billings Indians for alcohol was substantially greater tfian tfiat of 
botii IHS and U.S. short-stay hospitals (OTA , 1986). In 1986, tfie Billings Area 
hospitalization rate for alcohol dependence syndrome was 134.2 per 100,()(X) population, 
over twice tiiat of the IHS as a whole (57.9 per 100,(XX)). The Billings rate was also 1.8 
times the Alaska rate and 3.5 times tiie Navajo rate. 

Mental Disorders . The 1980-82 age-adjusted deatii rates for accidents, homicide, and 
suicide were ftom three to ten times the rates found in the U.S. population as a whole. 
They were also significantiy higher than the rates for those causes of death in the Alaska 
and Navajo Indian population. 

The recent epidemic of suicides among young people on the Wind River Reservation 
brought nation-wide attention to tiie critical state of mental healtfi in die Billings Area. 
Clearly i this part of Indian country is exhibiting extremely poor health in large part due to 
mental and emotional reasons. 

Sensory disorders . Although outpatient and inpatient visits for otitis media were 
quite high, indicating a high prevalence of tfiis disease in die population. Billings IHS staff 
do not believe the problem is necessarily more serious among Montana Indians than 
Indians in other areas. An active outreach program, combined with an otitis media surgical 
team at the Browning IHS hospital may increase service utilization. As mentioned in die 
discussion on the Ns'^ajo Area, otitis media is a disease which may not cause sigmficant 
lasting deafness in the population but can seriously and permanently hamper a child's 
language and social development by introducing temporary hearing-loss at a critical time in 
his development The presence on the pediatric handicap register of language and speech 
delay as the fourth most common handicapping condition is very probably related to the 
otitis media problem. 
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Other medically related pi^^^blems. Fiscal Year 1986 inpatient and outpatient visits 
to the Billings Indian Health Service facilities were highest for the following categories of 
physical disability: 



Inpatient: 



Outpatient : 



Diabetes 

Accidents^juries 
Malignant neoplasms 



Respiratory System 
Accident/poisoningAdolence 
Endoynutri:/metabolic 
Ear diseases 



Chronic obstmctive 
Pulmonary disease 



Morbidity and mortality statistics as well as personal communication indicate that 
diabetes is a major cause of disability among Billings Area Indians. The cmde death-rate 
fifom diabetes increased 49% between 1975 and 1982; 16.4 per 100,00 population to 245 
per 100,000 population (OTA, 19S6). The 1980-82 age-adjusted death-rate for diabetes in 
Montana was 38.4 per 100,000 population. This was 3.9 times the US all-races rate and 
over twice the rates in either Alaska or Navajo. 

IHS hospitalization and ou^atient data also indicate a high prevalence of the disease 
over the last few years. The inpatient diagnosis rates for this disease in 1981 and 1986 
were over 1.5 times the rate for all IHS hospitals and were over twice those of either 
Navajo or Alaska. The inpatient rate actually declined by 2% between 1981 and 19L6. 
Personal communication with two Montana tribal health organizations indicated that 
diabetes is seen as a major disabling condition in the area with access to services and 
information on kidney transplantation and other related health issues sorely lacking. 

American Indians with Disabilities in the Alaska Area 

The state of Alaska is home to approximately 76,055 Native Alaskans (IHS, 1986). 
Approximately 30% of the Native population resides in urban areas; the remainder (70%) 
reside in 220 small rural native villages. The term Native Alaskan includes members of 
many different tribes, which may be categorized into three large groups: (1) Inupiat 
(Es]amos).constitute 53% of all Native Alaskans; (2) Indians, including inland 
Athabascan and Southeastern Tlingit and Haidas, who represent 34%; and (3) Aleuts, who 
represent 13% (U.S. Bureau of the Census, 1980). 

All Alaska Natives are within the service area of the federal Alaska Area Native 
Health Service (IHS) but are also eligible for the network of health services provided by 
state and local agencies, village corporations, regional corporations and private health 
insurance. As a result of the Alaska Native Claims Settlement Act of 1971, twelve regional 
Native Corporations were formed to provide health and social services, as well as 
economic development, to their Native shareholders. Eleven of the twelve corporations 
established nonprofit health corporations which have contracted with the IHS under P.L. 
93-638, the Indian Setf-Determination and Educational Assistance Act, for a wide range of 
field, ambulatory, and hospital-based health services. 

The Alaska Area Native Health Service maintains a 170 bed referral hospital in 
Anchorage and four small hospitals in other communities. Native organizations manage 
two additional hospitals under P.L. 93-638 contracts. Further, there are five IHS and three 
P.L. 93-638 health centers and 172 health stations. In most Native villages. Native 
Community Health Aides are responsible for preventive, diagnostic, and emergency care 
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with the assistance of physicians and nurses via video ^satellite hook-ups* Air 
transportation is necessary for any health services which cannot be provided by the 
Community Health Aides, 

The climate of Alaska is diverse and ftequently harsh; it can vary fix)m 95 degrees 
Fahrenheit in the interior in summer to -70 degrees Fahrenheit in the winter, and a wind- 
chill of -100 degrees Fahrenheit is not unconimoiL The effect of climate on transportation 
and communications is considerable, and rural communities not infrequently lose all contact 
with the outside world during periods of inclement weathen Air transportation is a major 
means of travel between the towns and cities, Transpcntation and distance have the effect 
of making many health services e7q}ensive or inaccessible to those in need. 

* Because of the isolation of most Alaskan communities, utilities are limited and self- 
contained Electrical generation, running water, and solid*waste disposal systems are 
absent or minimal in many villages. Many communities have only one telephone. 

The Ald^ska Native population comprises approximately one-seventh (16%) of the 
total population of Alaska* Forty-nine percent of Natives arc female, and 51% are male. 
The population is very young, with 47% below the age of 20 years (U.S. Bureau of the 
Census, 1980). 

The Native population is generally poor and educadonally deprived. In 1980, 
25.3% of Native families were below the poverty level as compared to 8.6% of all families 
state-wide. Only 42.6% of Native persons ovi^ the age of 25 years were high school 
graduates, and only 3.5% of those had completed college (U.S. Bureau of the Census, 
1980). ^ 

The Alaskan Department of Labor reports that the percentage of Alaska Natives 
with jobs is roughly half the comparable p rcentage for non-Natives. Three major factors 
are cited to explain this low labor-force participation. Many unemployed Natives are said 
to have inadequate experience, education, training, or job skills. Elacial discrimination is 
also a reality. The third factor is that employment opportunities are extremely limited in the 
small isolated villages where many Natives live. 

Major economic activities in the state of Alaska include construction, service 
industries, transportation, wholesale and retail trade, and mining. Native people are also 
employed in the fishing and timber industries, by the federal government, and by Native 
and viUage corporations. 

Environmental issues related to Alaska Native health and disability include trauma 
and injury sustained on fishing boats (which are completely unregulated) and serious 
physical injuries (crashed and broken limbs, hand, neck, and spi^l injuries) suffered in 
the largely unregulated logging industry. An open-pit lead and zinc mine is being developed 
on Native Corporation land near Kotzebue; this industry contains additional potential 
hazards of lead and other heavy-metal poisoning, and silicosis. A common hazard of the 
extremely cold climate is fi:ostbite which sometimes results in amputated fingers, toes, feet, 
noses, and ears. The stress of the continuing cold on the human body may also increase 
susceptibility to infectious diseases such as tuberculosis, influenza, meningitis, viral 
hepatitis, and rheumatic fever. 

Source of data and limitations . Data for this analysis were obtained fi^om numerous 
sources. The Alaska Area Native Health Service (IHS) inpatient and outpatient service 
statistics for FY 1986 were obtained, as was the pediatric register maintained by the Alaska 
Native Medical, Center in Anchorage. IHS environmental health staff also provided 
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information on injuries and on environmental hazards. Mortality statistics were taken firom 
the Cvngressional Office of Technology Assessment (OTA) Report published in 1986. 



Information was received on major disabilities exhibited by Southwestern Alaska 
Native children in a 25-year old cohort study conducted by the federal Centers for Disease 
Control Data on Alaska Native clients of the State Developmental Disabilities program 
were also collected 

Recent studies con5)leted by the Alaska Native Health Board on Fetal Alcohol 
Syndrome and suicide and a study on Native hearing loss by the Anchorage-based Center 
for Adult Deafness were also reviewed as were several studies performed by the State 
Department of Health Epidemiology Office* Population data and related statistics came 
from the Alaska Native IHS and the 1980 U.S. Bureau of the Census data. 

As found in the above analyses of Navajo and Montana, neither IHS nor the 
research literature presents a comprehensive picture of disabilities among Alaska Natives. 
Mortality statistics and health service utilization data help to hi^ght problem areas but do 
not provide good statistics on the prevalence of the conditions. The IHS pediatric handicap 
register is a good start on obtaining this information, but it does not cover all Native 
children in outlying areas; its completeness is imknown and varies from one condition to 
another, depending upon whether the child is referred to the Alaska Native Medical Center 
for treatment (Miner, 1987). The register also may not contain numerous Native children 
who received services ftom IHS before the register was implemented in 198 L The service 
data provided by the state program on developmental disabilities is also limited in that state 
funds are not available to provide these services to all those in need La addition, Alaska 
Natives in isolated areas may not use the services at the same rate as the rest of the 
population. 

The inpatient statistics provided by the US for its Alaskan direct and contract 
hospitals are incomplete tor 1986. Althou^ services provided by IHS and its contract 
hospitals are included in the 1981 report, the 1986 reported data do not contain the contract 
hospital admissions which constitute approximately 10% of the total admissions. 
Therefore, it is problematic to compare the 1981 and 1986 inpatient data for this state. 

Pediatric Handicap Register . According to the Alaska Native Medical Center 
Pediatric Handicap Register, the leading developmental disabilities among Alaska Native 
youth are: 

L Problems related to prematurity 

2. Seizure disorder 

3. Congenital heart disease 

4. Mental retardation 

5. Miscellaneous neuromuscular disorders 

6. Orthopedic disorders 

7. Meningitis 

8. Puhiionary disorders 

Appendix C-7 shows the major disabling conditions reported on the pediatric 
handicapped register for the Alaskan pediatric population. Because the completeness of the 
pediatric register and the percentH je of the Alaska native population using IKS services are 
both unknown, it is not advisable to calculate prevalence rates for comparison with 
developmental disabilities nationwide. When comparing these rates with studies of singles 
diseases among Alaska Natives conducted by IHS and other organizations, these rates are 
found to be quite low, supporting the contention that the register represents a low count of 
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actual disabilities. However, these data provide the best availaole picture of the spectrum 
of developmental and other disabilities in the Alaska Native pediatric population^ 

One problem listed abov(. which appears to be of particular concem and significance 
is "seizure disorder-" The prevalence rate calculated for this problem with the above data is 
9.1 per 1000 population- When compared with a U-S- All-Races rate of 3.5 per 1000 
population (Gortmaker, 1984), a serious problem is indicated, particularly when 
considering that the Alaska rate is probably considerably under-representing the problem- A 
connection with an extremely high incidence of bacterial meningitis among Alaska Natives 
is highly probable. 

Bacterial meningitis is a major cause of developmental disability and death among 
Indian and Alaska Native populations. Persistent neurologic abnormaUties, such as 
intractable seizures, mental retardation, quadriplegia, and language delays are not 
uncommon among tiiose who contract tiie infection- The hospitalization rate for Alaska 
Natives with bacterial meningitis was 4-2 in 1986, 68% higher tfian tfie overall IHS rate, 
but quite similar to tiie rates in Montana (4-7%) and Navajo (4.3%)- 

Although its results are not reflected in the incomplete data on tfie pediatric register, 
a 1981 study on bacterial meningitis reported aii incidence of 409 per 1(X),0(X) population 
among Alaska Natives (Ward, et-al., 1981)- The Centers for Disease Control placed tiie 
1980-82 incidence of Hi meningitis at 264 per 100,(}(X) among all Alaska natives and 
reported a rate of 440 per 100,()(X) among Soutiiwestem Alaska Eskimos in 197 1-80. 
Tnese rates compare with a rate of 70 per 100,(XX)^for Alaska non-natives and a U.S. rate 
of 19-69 per 100,000 population in 1960-1978 (Center for Disease Control, 1986). 
Anotiier study reported a U.S. rate of 51 to 77 per 100,000 (Cochi, et ai., 1985)- The 
problem of ffi meningitis is also shared by otiier American Bidian groups. In 1973-80, 
Navajo experienced an incidence of 152 per 100,000 population (Centers for Disease 
Control, 1986)- 

A major cause of bacterial meningitis among Alaska Natives is Haemophilus 
influenza (Hi); a high incidence of tius disease has been documented in this group for at 
least 20 years. Recent epidemiologic investigations conducted by tiie Centers for Disease 
Contrors Arctic Investigations Laboratory found that Alaska Natives have an incidence of 
invasive Hi type b (Hib) 3.2 times tiiat of Alaska non-natives- Compared witii non- 
natives, the relative risk of tiiis disease in children under 5 years of age in 1980-1982 was 
3.8 in Indians and 6.2 in Eskimos/Aleuts. Native children tend to develop Hib at a much 
earlier age tiian non-natives; 80-90% of all Hib infections occur by 18 montiis of age in tiiis 
population- Factors which may reduce tiie incidence of Hib include breast feeding and 
possible future development of a vaccine effective on children under age two (Centers for 
Disease Control, 1986)- 

Anotiier major healtii problem contributing to disability among tiie Alaska Native 
population is Fetal Alcohol Syndrome (FAS)- Fetal Alcohol Syndrome consists of a group 
of physical and development^ abnormalities present in an infant which are caused by 
maternal alcohol consumption during pregnancy. Characteristics of the disorder include 
impaired intro-uterine and post-natal growth, typical abnormalities of facial development, 
and mental retardation. Cleft palate and heart defects are often present as well. An 
unpublished study conducted by tiie Alaska Native Healtii Service of Alaska Native 
children bom fitom 1981-1986 found a total of 56 children witii Fetal Alcohol Syndrome; 
tiie resulting incidence of FAS m tiiis population was 4.2 per 1,000 births. Other studies 
found rates of 1-6 per 1,000 at Navajo and 1.7 per 1,000 for all races in Seattie, 
Washington. Thus, tiie incidence of this problem among Alaska Natives is over twice diat 
of otiier tiiese populations. When the difficulty of case-finding among Alaska Natives is 
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t^en into accx)unt, it is believed that the true incidence may be higher than 4.2 per 1,000. 
The incidence of children with Fetal Alcohol Effect was not investigated in the Alaska 
study, but it is thought to be about 10 cases of FAE for every diagnosed case of FAS. 
Overall prevalence of FAS and FAE in the Alaska Native population cannot be estimated at 
this time (Hild, 1987X 

As a result of the discovery of this disabling condition, the Alaska Native Health 
Board and the Alaska Native Health Service have undertaken a joint program of education, 
training, and referral to provide services to health professionals, pregnant women, and 
children at risk. 

An on-going cohort study of Yupik Eskimo children (now aged 0-17 years) in 
Southwestern Alaska conducted by the Centers for Disease Control reports handicapping 
conditions in 108 of 530 children, or 204% of tiie study population* When compared with 
the state estimate tiiat 3*14% of the total Alaska population suffers fnom "substantial 
handicaps" (Three-Year Plan, n.d.), this percentage seems extraordinarily high. See 
Appendix C-6* 

The number one healtii problem ^inong Southwest Alaska Natives reported by the 
Centers for Disease Control (CDC) was ueart problems, including heart murmurs, 
functional heart disease, and valvular heart disease. These problems were seen among 72 
Native children at a rate of 136 per 1 ,000 population. The second leading health problem 
reported was bronchiectasis, an chronic infection of the bronchial tubes which can result in 
significant disability* The development of bronchiectasis in the cohort members was 
associated with a measles epidemic which also cause ! at least 10 deaths (Center for Disease 
Control, 1986). The third most commonly found problem was mental retardation, reported 
at.a rate of 30 per 1,000 Alaska Native population. This is 1.2 times the rate reported for 
the U. S. population as a whole (Gortmaker, 1984). 

Behaviorally related problems , A review of available mortality and morbidity data 
for Alaska Natives disclosed several patterns of health problems which may. lead to 
physical disability. For example, high accident rates probably contribute significantiy to 
long-term physical disabilities. Accidents and adverse effects are reported to be the leading 
cause of deatii among Alaska Natives. For the years 1980-82, the Indian Health Service 
reported tiiat tiie Alaska Native accidental death rate was 5.3 ti^Txes that of the US All-Races 
rate. Altiiough tiie motor vehicle death-rate was slightly above tiiat of tiie U.S., tiie 
category "all otiier accidents" had a deatii rate of 183.5, 10.2 times tiiat of the U. S. 
population. 

A review of IHS hospitalization data for 1981 and 1986 shows tiiat Alaska Natives 
had hospital visits well above the IHS average for motor vehicle accidents, accidental 
poisoning, accidental falls, accidents due to fire, self-inflicted injuries, injuries by others, 
and injury to nerves and spinal cord. The Alaska rates were, in general, higher than rates 
for those problems at Navajo and lower than those in Montana. However, difficulty in 
access to hospital services may be a factor in these comparisons. 

A review of injuries resulting in hospitalizations in Alaska IHS hospitals from FY 
1981 to FY 1985 shows that out of 33 injury causes, one category, "falls", accounted for 
20% of all injuries, almost twice the number of any other category. Injuries purposely 
inflicted and suicide attempts were the second and third highest categories, respectively. 
The ratio of male to female injuries was over 3:1. The rate of injury to nerves and spinal 
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cord was 23.4/10,000, over twice the all-IHS rate 1 L2/10,000. For Alaska Native 
children under 18 years of age, the rate of disability due to accidents was 2,8 per 1,000 
population accordmg to the pediatric register* 

Although statistics on disability as a result of injuries are not available for all ages, 
the above data indicate tiiat trauma and accidents may well be a major source of disability- 
Falls, violence, and suicide attempts are of particular concern. 

The 1980 U.S. Census reports work disabilities, public transportation disabilities 
(i.e- individuals who have difficulty using the public transportation system), and persons 
over the age of 65 years with public transportation related disabilities. From ihis self- 
reported imormation (sec Table 1 1 below), it appears that Alaska Natives in these age 
groups are disabled at a rate L5 to L8 times that of the general Alaska population, 
However^the health conditions contributirig to the work and transportation disabilities are 
not reported 

Table 11 



Persons with Work or Transportation Disability in Alaska^ 1980 



Category 


Alaska Native 

% 


Total Alaska 
Population 
% 


Alaska Native/ 
Total Rate 


Persons aged 16-64 w/a work disability 


1.4% 


0.77% 


1.8 


Persons aged 16-64 w/ a public trans- 
portation disability 


1.5% 


0.83% 


1.8 


Persons aged 65 and over with a public 
transportation disability 


15.0% 


9.8% 


1.5 



Source: U-S. Bureau of the Census, 1980. 



Chemical dependency . Alcohol abuse is cited by the Alaska Native Health Board as 
the most serious health hazard facing Natives and non-Natives in rural Alaska, In a survey 
of villages, 77 of 1 10 responding communities listed alcohol abuse as one of three (and 
often the only) major health concerns. Forty-five percent listed drug abuse as a major 
concern. 

Much of the alcohol use among Alaska Natives is felt to be related to a transition in 
values that has occurred during the present generation. Many Natives feel caught between 
the traditional value system and that of the White culture. The outcome is a sense of 
disharmony and confusion which combines with feelings of powerlessness about job 
opportunities and leads to alcohol use as a means of escape (Alaska Native Health Board, 
1985), 

Mental disoi jers . Although the disabling effects of mental and emotional disorders 
among Alaska Natives are not documented, morbidity and mortality indicators point to high 
rates of disability from these causes. The IHS hospitiuization rate for ^'mental disorders" 
among Alaska Natives was 243,3 per 10,000 in 1986, This rate was 77% higher than the 
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overall IHS hospitalization rate for these problems. Hospitalization due to injury also 
fitquently resulted bom mental and emotional problems. Injuries purposely inflicted and 
suicide attempts were the second and third leading cause of injury hospimlization in 1981- 
85. Death rates for causes related to mental and emotional disorders, were high for Alaska 
Natives in the 1980-82 period Rates of homicide, suicide, and liver cirrfiosis were over 
twice tiie U.S. All-Races rates. Alaska rates were also higher than Navajo but lower tiian 
Montana rates for the same causes of death. In a 1983-1984 study by tiie State of Alaska 
Epidemiology Office, the annual rate of suicide in Native Alaskans was found to be 43 per 
100,000 population, 2.2 times the rate in non-Native Alaskans. The median age of 23 
years for Native suicides was significantiy youngCT than the median age of 32 for White 
suicides. The highest rate of suicide, 257 per 1K),()00, was in Native males, aged 20-24- 
years of age, 13 times the state average. Natives in rural areas committed suicide at a rate 
1.8 times tiiat of tiieir urban counterparts. Of the Natives tested for blood alcohol, 79% 
had detectable levels as compared to 48% of tiie ^Vhites tested (Hladly and Middaugh, 
1986). 

The 1987-89 three-year state plan published by the Alaska Governor's Council for 
the Handicapped and Gifted estimates tiie state-wide prevalence of developmental 
disabilities (mental retardation, autism, cerebral palsy, and epilepsy) at approximately 3% 
of all children between birth and age tiiree. However, the plan notes that tiiere is evidence 
tiiat the prevalence of developmentel disabilities may be higher in some areas of Alaska than 
oth/^, particularly in tiie Western Region, where most of tiie population is Alaska Native. 
The plan notes that in tins part of Alaska the incidence of the (Usability-causing diseases 
meningitis and encephalitis is among the highest in tiie world (Three Year Plan, n.d.). 

Programs developed to meet tiie needs of Alaska's mentally retarded adults and 
other developmentally disabled include tiie residential care program, vocational programs, 
and respite care programs. In 1987, tiie residential programs operated \it State contracts 
reported 156 Alaska Native clients, 99% of whom were mentaUy retarded. The 
male/female ratio of tius group was 1.5* Alaska Natives comprised 40% of all clients in the 
residential program. Relative to their representation in the state population, they were 
overrepresented in tins program by a factor of 2.8. 

The state vocational programs contained 169 Alaska Natives, 96% of whom were 
mentally retarded. The mal^female ratio was reported to be 1.2. Alaska Natives 
comprised 38% of all clients in the vocational programs. They were overrepresented in this 
program relative to the general population by a factor of 2.70. 

The state respite care program contained 53 Alaska Natives, 79% of whom were 
mentally retarded. The male/female ratio was L4. • Alaska Natives comprised 16% of all 
clients in this program. These programs arc available only in larger cities and towns, not 'm 
the many small villages. Alaska Native participation in this program was roughly in 
proportion to its percentage of the state population. 

Although these data contain many variables which make interpretation difficult, it 
appears tiiat Alaska Natives have either a higher rate of serious mental retardation than tiie 
general Alaska population or a lower ability to care for them at home, or both. When 
looking at tiiese data in conjunction witii tiie elevated prevalence of mental retardation found 
in the CDC cohort study described above, it appears that tiie overrepresentation of Alaska 
Natives in these programs is probably due to a somewhat higher prevalence of mental 
retardation and sdso to other factors, such as residence in "bush" areas witiiout in-home 
support services. 
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The Alaska Governor's Council for the Handicapped and Gifted estimates that 
3«14% of the total Alaska population suffer from "substantial handicaps". Of this group, 
approximately 45% or L4% of the total population, are handicapped l^cause of causes 
otfier than developmental disabilities. And although the Governor's Council does not have 
data broken down by race, the following statement is included in its three-year plan: 'Tlie 
largest single minority group is the Alaska Native population which comprises 16% of the 
state's population. It is not known whether the incidence of such handicaps is greater 
among Native Alaskans but health data collected by the Health Systems Agencies and tiie 
Department of Health and Social Services Division of Planning indicate tfiat the incidence 
rates for handicapping conditions are higher among Natives because of poor nutrition and 
lack of medical care in "bush" areas of tiie state, where the vast majority of Native people 
live" (TTurce- Year Plan, n.d)- 

Sensorv disorders. Otitis media has been found to occur at high rates in Alaska 
Native coinmunities and contributes to higher than average rates of hearing impairment 
among Alaska Natives. Otitis media is the fif & leading cause of outpatient visits to IHS 
health facilities and also sometimes results in hospitalization* However, a recent 
unpublished study ccxiducted by the Anchorage Center for Adult Deafness did not find the 
rate of Native adult hearing impairment to be higher than that in the general population. 
Village Health Aides itpoited that out of a popdati(m of about 30,000, approximately 500 
were hearing-impaired and 60 were actually deaf (200 per 100,000 pop-). However, no 
actual hearing testis were performed The researcher repottol tiiat fimher work should be 
done, as she felt that the study results probably under-reported the problem (Mayer, 1987), 
A 1981 study by the State Epidemiology Office, which did include hearing tests, 
documented widespread, high-firequenc^ hearing loss among adult Alaska Natives; as 
many as 60% of adult males and 8% of adult females were affected (IMiddaugh, 1983), 

Myopia has been identified by healtii practitioners as a frequent problem for Alaska 
Natives. A 1981 study of cohort members from 10 villages found the prevalence of myopia 
(75% with 0.25 diopters or greater) in this cohort to be among the highest observed for a 
general population anywhere in the worid Young women were significandy more myopic 
than young men. Astigmatism and myopia were positively correlated (Centers for Disease 
Control, 1986). 

Although the cohort population represents only Yupik Eskimos and cannot be 
generalized to all Alaska Natives, it is clear that developmental and other disabilities pose a 
very significant problem to young people in this part of Alaska. 

Other medically related problems. The Alaska IHS Environmental Health Program 
reports that the prevalence of tuberculosis is very high and on the rise among Alaska 
Natives, and a strain has recendy been discovered which is immune to treatment 
Tuberculosis of the bone is not uncommon. If it gets into the joints, they must be fused, 
creating significant disability. The cold and damp of the Alaska climate place a severe 
stress on the body, and the poorly-insulated, cramped housing exacerbates the problem. 
The 1980-82 tuberculosis death rate among Alaska Natives, 10.1 per 100,000 population, 
was nearly 17 times that of the U.S. All Races and was also significantly higher than the 
Billings (7.5) and Navajo (4.1) rates. 

A comparison of the age-adjusted rates (see Table 12) for the three native 
population groups shows that the Aleuts have a prevalence of diabetes more than three 
times that of the Eskimo and also sUghtiy above that of the U.S. all races. Although the 
Native Alaskan overall age-adjusted rate is about two-thirds the U.S. rate, diabetes has 
been increasing rapidly in die Native Alaskan population; twenty years ago, diabetes was 
virtually unknown among Alaska Natives. It is believed that Alaska Natives may now have 
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lower rates of diabetes than other Indian populations because of a slower l ate of 
acculturation. But as diets and lifestyles change among Native Alaskans, the prevalence of 
diabetes may increase. 

Table 12 



Prevalence of Diabetes Among Alaska Native 
and U.S. AH Races. 1985* 



Group 


Cmde Rate 


Age-Adjusted 




per 1,000 Pop.. 


Rate per 1,000 Pop. 


Aleuts 


14.9 


27.2 


Eskimos 


4.6 


8.8 


Alaska Indians 


11.6 


22.0 


All Native 






Alaskas 


8.3 


15.7 


U.S. All Races 


24.7 


24.7 



* 1980 Source: Dr. Cynthia Schracr, Ala^Jxa Area IHS Diabetes Coordinator 



Summary. It appears clear that the major disabilities and causes of disability are 
similar in the three regional areas studied, 'fhe patterns of disability in these Indian 
communities, however, differ significantly ftom those in the non-hdian community. 

Fetal alcohol syndrome, bacterial meningitis, otitis media, diabetes, 
accidents/trauma, alcohol and drug abuse, and mental and emotional disoiders cause 
disabilities among Indians atsignfficandy higher rates than among non-Indians. Major 
disabilities include seizure disorder, developmental delay, language and speech delay, 
mental retardation, pulmonary diso;xiers, vision problems, hearing loss, trauma from 
accidents, diabetes-related disabilities, alcoholism, and possibly congenital heart disease. 
The severity of each problem, however, varies between one Indian group and another, 
sometimes many times over. Any effort to plan for mitigation or reduction of disability 
among American Indians and Alaska Natives must take into account the particular health 
stams picture of the population targeted for assistance. 

Congenital anomalies appear to occur in Indian populations at slighdy higher rates 
than in the U.S. as a whole. Cleft palate is reported to be very high in Montana and birth 
defects due to radiation may be increasing in Navajo. 

It appears that the Indian population as a whole is at significandy greater risk than 
other ethnic groups for the pattern of serious birth defects due to Fetal Alcohol Syndrome 
(FAS) and Fetal Alcohol Effect (FAE), disabling conditions which have been identified and 
categorized only since 1973. The high rates of alcohol use and abuse among the Indian and 
Alaska Native population and the tendency of many alcohol-abusing mothers to have many 
children pose significant risk to the health siiu vell-being of the Indian family. Within die 
three regional groups studied here, Alaska has a documented FAS incidence rate over twice 
that found at Navajo, and in other non-Indian societies. No Billings Area FAS incidence 
rate has yet been established. Woik is now underway in Alaska and elsewhere to 




address the problem- Particular attention should be paid to identifying cases of children 
bom with FAS, as alcohol abuse is so exorbitandy lugh among the Indian population in 
Alaska and Montana. 

The high incidence of bacterial meningitis in some Indian communities is a major 
contributor to developnjental disabilities. An extremely high rate for this disease in Alaska 
and a significandy high rate at Navajo are worthj' of mention and intervention* Factors 
contributing to diis disease include chronic otitis media, as well as lack of running water 
and sanitation facilities in many parts of both Indian communities. 

Diabetes is an extremely disabling disease which is on the rise in Indian country and 
is akeady of major concern in some areas. It appears that Indians in Montana and 
Wyoming, are experiencing extremely high rates of hospitalization and mortality from 
diabetes, while Navajo and parts of Alaskan areas have rates w<;ll above those of the United 
States as a whole. 

The prevalence of otitis media is high among all Indian and Alaska Native 
populations and its treatment is a high priority of the Indian Health Service, accounting for 
a large proportion of outpatient visits to IHS clinics. However, the continuing high 
incidence of tiiis disease takes its toll on the young as they suffer fran hearing impairment 
during the critical years of language development and social adjustment It is also 
suspected that this disease leads to increas^ rates of permanent hearing loss among Indian 
and Alaska Native adults. 

Thd extremely high rates of accidents among all three regional areas can be assumed 
to cause significant disability, although litde research has been done in this area. Elevated 
rates of epilepsy due to accident/trauma have been documented in Southwestern tribes, and 
the pediatric handicap registers in Alaska and Montana show numerous cases of other 
disabling problems associated with accidents. Head and spinal cord injuries have been 
shown to occur on the Navajo Reservation at higher rates than in the non-Indian 
population. It is believed that alcohol abuse and^ to a lesser extent drug abuse, contribute 
to the high rates of injuries, but mental and emotional disoiders may also be major 
contributors (e.g., suicide attempts as the second leading cause of injury in Alaska 
Natives). 

Although the regional IHS areas studied here exhibit high rates of substance abuse, 
the hospitalization and mortality data indicate a wide variability in the seriousness of the 
problem between areas. Although the Navajo Nation cites alcoholism as its primary health 
problem, it appears that injury, disability, and death due to alcohol abuse are higher among 
Alaska natives and much higher yet among Montana and Wyoming Lidians. 

Due to the combination of the above factors, as well as others, work disability 
among Indians and Alaska Natives is si^ficandy higher than in the general population. 
U.S. Census statistics show it to be 1.8 times higher among Alaska Natives and 9 times 
higher among Montana Indians. However, given these figures, it is a matter of great 
concern that the State Vocational Rehabilitation programs of both Alaska and Montana 
report a serious undercepresentation of Indian and Alaska Natives among their clients. 
Obviously, the Indian and Alaska Natives disabled populations are not receiving the 
rehabilitation services they ne»d. Access to vocational rehabilitation has gready improved 
for the Navajo disabled since the Navajo tribe developed its own Indian Vocational 
Rehabilitation program located on the resCTvation. 




Services for children and adults with developmental disabilities are also difficult to 
find on reservations and in rural Alaskan areas. Head Start is serving some disabled youth 
butmost of these are speech-impaired Lack of access to special help and communication 
problems between Indian/Alaska Native families and non-Lidian providers result in many 
children either not receiving care or in being removed from their homes and tribal 
environments and placed in off-reservation institutions* A general lack of employment 
opportunity on the reservations and in "bush" Alaskan villages makes it particularly 
unlikely that disabled individuals will be able to find suitable employment 

Summary 

The data presented in this section indicates very clearly that American Indians as a 
group have disabling conditions at a disiroportionately high rate. Census data indicates a 
rate of work - related disability for American Indians which is about one and one-half times 
that of the U.S. Vyorking age popdation as a whole. Age specific mortality data support 
this, indicating that years of life lost by American Indi^ through age 65 are one and one- 
half times greater than years of life lost for all races. 

At the same time, service utilization dkia indicate that American Indians have difficulty 
accessing services. The rate of hospitalization of American Indians in IHS service areas is 
substantially lower than the hospit^ization rate of the U.S. population. Similarly, the rate 
at which RSA provides vocational rehabilitation services to American Indians is 
substantially lower than that for the U.S. population as a whole. The more detailed 
analysis conducted for selected regions and the State of California suggests that this pattern 
exists across other agencies serving American Indians as well. 

The mortality and hospitalization data consistently indicate that American Indians have 
substantially more health problems than other population groups in the areas of alcohol 
abuse, accidents, diabetes, and tuberculosis. American Indian deaths due to influenza and 
pneumonia, homicide and suicide are also disproportionately high. The influenza and 
pneumonia deaths are likely due to the remoteness, poor socioeconomic conditions and 
poor sanitaiy conditions in which many American Indians Uve, and are consistent vwth 
hospitalization data showing high incidence of infectious and parasitic diseases among 
American Indians. The high suicide and homicide death rates of American Indians are 
suggestive of disproportiouate amounts of psychological disorders. This cannot be 
confirmed by the hospitalization data since such disorders are rarely treated by general 
purpose hospitals on an inpatient basis. The hospitalization data also indicate 
disproportionate rates of eye and ear conditions, perinatal conditions likely to cause mental 
retardation or developmental delay, and several types of congenital disorders among 
American Indians. Tlie analysis of data for selected regions generally confirms the health 
problems of American Indians described above and provides greater detail and support in 
the areas of congenital conditions and conditions affecting normal development TTiis 
regional analysis confirms that the disproportional rate of many of these disorders do exist 
for American Indians and suggests at least two important causes, alcohol abuse and 
bacterial meningitis. 

Age specific death rates and hospitalization rates clearly indicate that American 
Indians tend to have health and disability problems at earlier ages than other groups. These 
rates are highest of all in relative terms for the ages of 16 through 35. Regional analysis 
indicates very clearly that American Indians are a diverse group whose health problems 
vary greatly across regions and even within regions. 
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The specific analysis ot disabling condition within the RS A data presented here is 
weakened by data limitations, but it does suggest several areas of disability where RS A is 
currently having difficulty in identifying and serving American Indian clients. RSA service 
rates to American Indians ate particularly low in all areas of sensory disorders and for 
orthopedic disabilities due to accident and other disabilities due to asthma and allergies, 
diabetes, speech impairments and skin conations* 

The results cited above have a variety of policy in^lications. Qearly, many of the 
major health problems of American Indians like those for other population groups, are 
lifestyle • related. An agreement between IHS and the BIA was recently signed to begin a 
coordinated effort to combat alcohol and substance abuse. This agreement sets in motion 
activities specified under the Ommbus Anti-dmg Abuse Act Among the immediate 
activities to be accomplished under this cooperative agreement are: community training, 
assessment of existiong and needed programs and services and establishment of minimum 
standards for new programs, considtation with tribes, assessment of the scope of the 
problem^ and estimation of tiie funding necessary for a nationwide program of prevention 
and treatment of Indian alcohol and substance abuse. 

This program is promising because calls for a coordinated effort of agencies and in 
that it places a major emphasis on prevention. Programs of prevention focusing on 
education would seem to be indicated in several areas, addition to the alcohol and 
substance abuse problem, diabetes, accidents, and at least the disabling in^acts of 
congemtal and developmental disabilities are likely to be reduced by programs of educariop. 

Increased attention in the area of psychological disorders is also clearly needed. 
While attention is appropriately being focused on alcohol and substance abuse problems of 
Native Americans, the high suicide and homicide death rates suggest that other 
psychological disorders need attention as well. Agency service rates for all psychological 
disorders other than alcohol and substance abuse appear to be disproportionately low 
currentiy. Mental retardation and developmental disabilities are a related problem. There is 
cunendy virtually no data reflecting the extent of adult mental retardation among American 
Indians. HospitalLiation data on perinatal conditions and several types of congenital 
anomalies, and pediatric registry data fipom selected regions suggest that this problem is a 
major one among the American Indian population. 

Health and disability problems of . anerican Indians clearly vary across regions and 
even within regions to a large extent Thus programs need to be developed on a regional 
and local level coordinatmg the activities of the relevant service agencies involved and 
involving tribal governments and consumers in the planning process. 
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AN ANALYSIS OF THE LABOR MARKET PARTICIPATION OF 
AMERICAN INDIANS WITH IMPLICATIONS FOR REHABILITATION 



In order to understand the issues surrounding the competitive employment 
opportunities of American Indians with disabilities, it is first important to assess labor 
madcet participation factors associated with American Indian employment in gen^* Also, 
it is important to identify any differences that may exist between the labor market 
participation of American Indians when compared to tiie civilian labor force as a whole to 
determine if there are any unique labor marlcet participation factors associated with 
American Vidian employment This section begins with analyses of three factors associated 
with American Indian employment in general contrasted to total civilian labor force 
employment 

First, two Kparate comparisons of unemployment estimates are presented for the 
American Vidian and total civilian labor force. Bureau of Indian Affairs (BIA) estimates of 
American Indians Irnng on or adjacent to reservations are contrasted to Bureau of Labor 
Statistics (BLS) figvres for total civilian woricers. In addition, 1980 U.S. Bureau of 
Census figures are con^ared for American Indians living on reservations, American 
Indians in tiie total civilian labor force,.and the total civilian labor force. Second, the 
participation of American Vidians in major occupational groupings is contrasted with total 
employed persons in the civilian labor market Third, the employment patterns of 
American Indians in industries on res^vations is compared with industrial employment 
patterns of total employed persons in the civilian labor market 

The last two analyses presented in this section relate specifically to the labor market 
participation ci American Indians with disabilities. An analysis of the work disability 
status of American Indians contrasted to total population figures is presented. 
Comparisons of the occupational placements of successfully rehabilitated American Indian 
and general caseload clients served within the jurisdiction of the Rehabilitation Services 
Adininistration are also presented. 

The study presented in this section was conducted under the auspices of the 
Northern Arizona University Native American Research and Training Center (Martin & 
Frank, 1987). 

Sources of Data 

Twenty-eight states were targeted for analyses which represented the states served 
by 1 1 Area Offices of the Bureau of Indian Affairs in 1981. The targeted 28 states 
represented nine of the 10 federal regions with the exception of Region HI. The states by 
federal regions were: Region I (Maine), Region n (New York), Region IV (Florida, 
Mississippi, North Carolina), Region V (Michigan, Minnesota, Wisconsin), Region VI 
(Louisiana, New Mexico, Oklahoma, Texas), Region VII (lov/a, Kansas Nebraska), 
Region VIII (Colorado, Montana, North Dakota, South Dakota, Utah, Wyoming), Region 
IX (Arizona, California, Nevada), and Region X (Alaska, Idaho, Oregon, Washington). 
According to the Decennial Census conducted by the U.S. Census Bureau in 1980, these 
28 states accounted for 90% of the total national American Indian population. 

The following data sources were used m compiling the labor market participation 
information that is presented in this section. 
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Unemployment Rates of American Indians Living 
On and Adjacent to Reservations 

Infomiation on the unemployment rates of American Indians was obtained from the 
Bureau of Indian Affairs (BIA) report entitled, Indian Service Population and Labor Force 
Estimates (1987^ This report reflects data collected in 1986 within a total service 
population of 861,570 persons residing on or near Indian reservations including former 
reservations of Oklahoma and 86,241 Eskimos, Aleuts and Indians in Alaska* This data 
represents a little more than half of the Indian population in the United States based upon 
the 1980 U.S- Census total of L534 million. 

The unemployment estimates were generated by the local Area Offices of the BIA using 
whatever information was available for the reservation or tribal entity. The estimates were 
defined as individuals (16 years and older) not employed, able to work and seeking worL 

Total Civilian Labor Force Unemplovment Rates 

Data on the 1986 civilian labor force unemployment rates was taken from issues of 
the Monthly Labor Review, U.S. Department of Labor, Bureau of Labor Statistics (BLS), 
in which unemployment rates were ttported for each month in 1986 for all states. 
Unemployment estimates by state are obtained from the Current Population Survey (CPS) 
and the Local Area Unemployment Statistics (LAUS). The CPS consisted of personal 
Literviews conducted monthly by the U.S. Bureau of the Census for the BLS. The sample 
consisted of approximately 59,500 households selected to represent the U.S. population 16 
years of age and older. The LAUS program was conducted in cooperation with State 
employment security agencies. 

Unemplovment Rates for Amgrican Indi ans Living On 
and Off Reservations and Total State Population 

Two U-S. Bureau of the Census Reports were used to analyze unemployment rates. 
First, unemployment rates for American Vidians living on reservations were obtained from 
the 1980 U.S. Census of the population. Subject Reports: American Indians. Eskimos. 
and Aleuts on Identified Reservations and in the Hist oric Areas of Oklahoma (Excluding 
Url?aniZgd Areas) (1985) and the 1983 state Snmm^ mes of the 1980 U.S. Census of the 
Population. Characteristics of the Popula tion: General Social and Economic Characteristics. 

The Census data was based on a siq)plementary questionnaire for Indians that was 
completed when the person identified themselves as Indian in the regular census survey* 
"The basic sampling unit for the 1980 U^S* census supplementary questionnaire was the 
housing unit with one or more American Indians, Eslamos, or Aleuts. Five out of every 
six of these housing units w ^re designated for sample. Approximately 75 percent of the 
American Indians, Eskimos, and Aleuts living on American Indian reservations and in the 
historic areas of Oklahoma (excluding urbanized areas) were included in the supplementary 
questionnaire sample" (p. D-1). 

The unemployment figures for American Indians, Eskimos and Aleuts 16 years and 
older are based on persons identifying themselves as such. The unemployment figures for 
the total population include all persons 16 years and over and of all racial and ethnic groups 
except American Indians, Eskimos and Aleuts. 
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Employment in Major Occupational Groupings for the 
American Indian and Total U,S, Civilian Ubor Force 

The report used for the information on employment in major occupational groupings 
was the 1983 State Summaries of the 1980 U.S. Census of the Population, Characteristics 
of the Population! General Social and Economic Ch aracteristics . Estimates of male and 
female civilian labor forces, 16 years and older, were compared between the total U.S» 
figures and those for the catego^ of ^mierican Indian, Eslamo, and Aleut. The six major 
occupational groupings were used for the analysis. 

Persons Emploved bv Industrv for American Indians 
on Reservations and Total Employed Persons 

The data used to identify employment by industry for American Indians on 
reservations was obtained from the 1980 U.S. Census of the Population. Subject Reports : 
American Indians: Eskimos, and Aleuts on Identified Reservations md in the Historic 
Areas of Oklahoma (Excluding Urbanized Areas^ (1985). The data used to identify 
employment by industry fortotal populations of the 28 targeted states was obtained from 
the 1983 State and National Summaries of the 1980 U.S . Census of the Population. 
Characteristics of the Population: General Social and Economic Characteristics . The 
comparisons of those 16 and older employed by industry for American Indians on 
reservations to the total populations in the targeted 28 states were based upon the 10 
classifications of the Standard Industrial Classification System. 

Work Disability Status of Noninsritutional American 
Indians and the Total Population 

The data used to analyze work disabled American Indians compared to the total 
population were obtained from the 1983 State and National Summaries of the 1980 U.S. 
Census of the Population. Characteristics of the Population: General Social and Economic 
Characteristics. 

The data used for the comparisons of work disabled among American Indians 
compared to the total population in the 28 states were based upon number of individuals 
listed with a woric disability by gender. 

Dictionary of Occupational Tides Analysis of 26 Closuies 
for American Indians and Total Caseload Clients Served 
bv die Rehabilitation Services Administration 

The data used was based upon tiie R-300 file from RS A for fiscal years 1980-82 
based upon an analysis conducted by Morgan and O'Connell (1986). The investigators 
sampled all American Indian clients and a random two percent sample of the remaining 
cases for all other races from each of the target years. This sample consisted of 7,627 
American Indian client cases and 23,1 16 cases for all other races who were accepted into 
caseloads. Cases in which the client was not accepted into the agency's caseload or where 
the client's race was not known were removed Th»i first two digits of the Dictionary of 
Occupational Tides identified in the R-300 file were analyzed for this section for the 26 
closures identified in the samples for American Indian and General Caseload clients. 
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Limitations of Data Source. The Bureau of Indian Affairs unemployment estimates 
were generated by each local Area Office using whatever information was available for the 
reservation or tribal entity. Thus, there was not a standardized data collection procedure 
used across Offices* 

Data used from botii tiie Bureau of Labor Statistics and die U.S. Bureau of die 
Census are based upon sampling procedures in which sample statistics are used to estimate 
population parameters* Thus, the data is subject to sampling error which is measured for 
precision by the standard em)r of a survey estimate* Non-sampling error may be 
introduced as a result of the many extensive and complex operations used to collect and 
process census data* 

Limitations associated with die Rehabilitation Services Administration data arc 
primarily related to the reliability of diose reporting case file inforaiation and the accuracy 
of recording this information to R-300 files* In addition, only Status 26 cases were 
analyzed which does not provide a picture of die occupational placement patterns of clients 
who had vocational goals established but were closed in status 28* 

Unemplovfiient Rafgs nf American Indians Tompared 
to Total Civilian Labor Force 

In tills section unemployment rates for 1986 are presented comparing American 
Indians living on and adjacent to reservations (BIA estimates) witii total civilian workers 
(BLS estimates) by die targeted nine regions* In addition, 1980 U*S* Census 
unemployment figures are presented for American Indians living on reservations, all 
American Indians living in die targeted regions and the total regional populations* 

Figure 1 shows the 1986 unemployment rates by federal regions* The unemployment 
rates for American Indians living on and adjacent to reservations range from 29% in Region 
VI to 51% m Regions n and V* By contrast die unemployment rates for total civilian 
workers ranged firom 5*3% in Region I to 9*8% in Region VI* There was an average 
difference in unemployment rares of 33*5% in the targeted 28 states* 
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Figure 1 



Unemployment Rates by Federal Regions for American Indians Living 
On and Adjacent to Reservations and the Total Civilian Labor Force 
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■ Estimates of Unemployed A.I. Living on and Adjacent to Reservations 
B Unemployment Rates of Civilian Workers 

Figure 2 shows the 1980 U.S. Census unemployment rates by federal regions. 
The unemployment rates for American Indians living on reservations ranged from 18.5% in 
Region VI to 346% in Region V. The unemployment rates for all Indians within regions 
ranged from 94% in Region VI to 193% in Region V. The unemployment rates for the 
total civilian labor force within regions ranged from 4.2% in Region Vn to 8.3% in Region 
X. American Indians living on reservations had an average regional unemployment that 
was 22.3% higher than the total civilian labor force. The average unemployment rate for 
American Indians living on reservations was nearly two times that for aU American Indians 
(on and off reservation) by Region for the 28 targeted states. 
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Figure 2 

Unemployment Rates of American Indians and the Total 
Civilian Labor Force by Federal Region 
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'Unemployment Rate 

The following discussion provides unemployment inforaiation for the targeted nine 
RS A Regions^ Unemployment information for each of the 28 targeted states can be found 
in Appendix D-1. 

RS A Region I 

The state within Region I that was included in this comparison was Maine* Maine has 
three federal Indian reservations within its boundaries. In 1986, American Indians in Maine 
experienced an unemployment rate of 38% (BIA, 1987) compared to the total civilian labor 
force of 53% (BLS, 1986-87). Unemployment rates based on the 1S80 U-S. Census 
figures for Maine were 28.1% for American Indians livmg on reservations, 16.6% for all 
American Indians, and 7.6% for the total civilian labor force. " 



RS A Region 11 

The state within Region n that was included in this comparison was New York. New 
York has nine federal Indian reservations within its boundaries. In 1986, American Indians 
m New York experienced an unemployment rate of 51% (BIA, 1987) compared to the total 
civilian labor force unemployment rate of 6.3% (BLS, 1986-87). Unemployment rates 
based on the 1980 U.S. Census figures for New York were 30.6% for American Indian: 
living on reservations, 15.7% for aU Indians, and 7.1% for the total civilian labor force. 
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RSA Region IV 



RJC 



The states within Region IV that were included in this comparisc n were Florida, 
Mississippi, and North Carolina* Region IV has a total of six federal 'vidian reservations 
within its boundaries* In 1986, American Indians in Region IV experienced an 
unemployment rate of 31% OBIA, 1987) compared to the total civilian labor force of 7.5% 
(BLS, 1986-87). Unemployment rates based on the 1980 Census figures for Region 
rV were 19.0% for American Indians living on reservations, 10.1% for all iVmerican 
Indians, and 5.7% for the total civUian labor force. 

RSA Region V 

The states within Region V that were included in this comparison were Michigan, 
Minnesota, and Wisconsin. Region V has a total of 30 federal Lidian reservations within its 
boundaries. In 1986, American Indians in Region V experienced an unemployment rate of 
51% (BIA, 1987) compared to the total civilian labor force of 7.2% (BLS, 1986-87). The 
unemployment figures based on the 1980 U.S. Census were 34.6% for American Indians 
living on reservations, 19.3% for all American Indims, and 7.6% for the total civilian labor 
force. 

RSA Region VI 

The states within Region VI that were included in this comparison were Lx)uisiana, 
New Mexico, Oklahoma and Texas. Region VI has a total of 62 federally recognized 
American Indian reservations or tribal entities within its boundaries. In 1986, American 
Indians in Region VI experienced an unemployment rate of 29% (BIA, 1987) compared to 
the total civilian labor force of 9.8% (BLS, 1986-87). The unemployment figures based on 
the 1980 U.S. Census figures were 18.5% for American Indians on reservations, 9.4% for 
aU American Indians, and 5.3% for the total civilian labor force. 

RSA Region Vn 

The states within Region VH that were included in this comparison were Iowa, 
Kansas, and Nebraska. Region Vn has a total of eight federal Indian reservations within its 
boundaries. In 1986, American Iridians in Region VH experienced an unemployment rate of 
44% (BIA, 1987) compared to the total civilian labor force of 5.9% (BLS, 1986-87). The 
unemployment rates based on the 1980 U.S. Census figures were 31.8% for American 
Indians living on reservations, 14.5% for all American Indians, and 4.2% for the total 
civilian labor force. 

RSA Region Vm , 

The states within Region VIE that were included in this comparison were Colorado, 
Montana, North and South Dakota, Utah and Wyoming. Region VHI has a total of 26 
federally recognized Indian reservations within its boundaries. In 1986, American Indians 
in Region VHI had an unemployment rate of 43% (BIA, 1987) compared to the total civilian 
labor force of 6.8% (BLS, 1986-87). The unemployment rates based on 1980 U.S. Census 
figures were 33.9% for American Indians living on reservations, 15.2% for all American 
Indians, and 5.5% for the total civilian labor force. 

RSA Region IX 

The states within Region K that were included in this comparison were Arizona, 
California and Nevada- Region K has a total of 1 17 federally recognized Indian 
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reservations within its boundaries. In 1986, Ameiican Indians in Region DC experienced an 
unemploynacnt rate of 42% (BIA, 1987) compared to the total civilian labor force of 6.6% 
(BLS, 1986-87). The unemployment rates based on the 1980 U.S. Census figures were 
29.7% for American Indians living on reservations, 12.3% for all American Inddans, and 
6.2% for the total civilian labor force. 

RSAReponX 

The states within Region X that were included in this comparison were /Jaska, Idaho, 
Oregon and Washington. Re^on X has a total of 33 federally recognized Indian 
reservations and 197 tribal entities or Native Corporations (Alaska) within its boundaries. 
In 1986, American Indians/Alaska Natives in Region X had an unemployment rate of 43% 
(BIA, 1987) compared to the total civilian labor force of 8.9% (BLS, 1986-87). The 
unemployment rates based on 1980 U.S. Census figures were 31.7% for American Indians 
on reservations or villages, 17.9% for all American Indians, and 8.3% for the total civlian 
labor force. 

Occupational Participation of American Indians Compared 
to the Total Civilian Labor Force 

According to the 1980 U.S. Census, there were 104,449,817 persons employed in the 
United States civilian labor force 16 years and over compared to 546,457 American Indians. 
Comparisons of the percentages employed by gender for the totoi U.S. civilian labor force 
and American Indians were approximately the same at 57% niales and 43% females. 

Figures 3 and 4 show the percentages of American Indians employed in six major 
occupational groupings by gender compared to the those employed in the total civilian labor 
force. The participation rates in managerial/professional and technical/sales/administrative 
support occupations for American Indian males were considerably lower in comparison to 
the total civilian labor force. A fiirtha: breakdown of these groupings shows that the total 
male civilian labor force has higher rates of participation in executive/administrative (1.45 
times higher), professional speciality (1.55 times higher) and sales occupations (2 times 
higher). By contrast, tiie occupational participation rates in precision production/craft/repair 
and operator/fabricator/laborer occupations are higher for American Indian males in 
conaparison to tiie total civilian labor force. The higher participation rates for American 
Indian males arc especially evident in the occupational groupings of handlers/equipment 
cleaners/helpers/laborers (1.67 times higher) and service occupations, except protective 
household (1.56 times higher). 
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Figure 3 

Males Employed in Major Occupational Groupings by American 
Indians Compared with UJS* Civilian Labor Force 
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Figure 4 

Females Employed in Major Occupational Groupings by American 
Indians Coniipared with U.S. Civilian Labor Force 
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Overall, American Indian females show participation rates in occupational groimings 
mat were more similar to the total female civilian labor force tiian male comparisonsC see 
Rgure 4) The greatest differences were in technical/sales/adminisirative support 0% lower 
participation rate) and service occupations (8% higher participation rate). As was the case 
for males, American Indian females show lower participation rates in sales occupations and 
higher participation rates in the category of service occupation?:, except private household 
and protective services when compared to the total female civilian hbor force. .The 
following discussion provides comparisons of the occupational participation rates of 
American Indians to total population jSgurcs by gender, and region in relation to six major 
occi5)ational groupings. 

Region I 

The participation rates in opcrator/fabricator/laborcr occupations for American Indian 
m^es m Region I (Maine) was very similar to that of the total male civilian labor force, 23% 
and 22% respectively (refer to Table 1). TTiis is die highest participation rate for American 
Indian males m any of the occupational groupings included in tiiis comparison. The lowest 
p^cipation rate for Indian males was in farming/forestry/fishing occupations, which was 
6% as compared to 4% for the total male civilian labc/ force. The highest participation rate 
of American Indian females was 33% in technical/sales/administrative support occupations 
This rate is 6% lower than tiiat for the total female civilian labor force, which was 39% 
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More American Indians were employed in service occupations than was the total civilian 
labor force, TTie rates were 22% for American Indian males compared to 13% for the total 
male civilian labw force and 25% for American Indian females compared to 19% for the 
total female civflian labor force* The total civilian labor force participated at a higher rate 
tiian American Indians in managerial/professional specialty occupations, which was 20% 
compared to 14% respectively* 

Table 1 



Occupational Participation of the American Indian and Total Civilian 
Labor Force (16 years and over) for Region I (Maine) 



Occupations By 
Major Groupings 


American Vidian 
Civilian Labor Force 
M F 
% % 


Total Qvilian 
Labor Force 
M F 
% % 


Managerial & Professional 
Specialty 


14.0 


14.0 


20.0 


20.0 


Technical, Sales & 
Administrative Support 


22.0 


. 33.0 


26.0 


39.0 


Service 


22.0 


25.0 


13.0 


19.0 


Farming, Forestry & 
Fishing 


6.0 


4.0 


4.0 


1.0 


Precision Production, 
Craft & Repair 


13.0 


4.0 


15.0 


3.0 


Operators, Fabricators 
& Laborers 


23.0 


20.0 


22.0 


18.0 



R egion 11 

The highest participation rate of 26*6% for American Indian males in Region II (New 
York) was in technical/sales/administrative support occupations but was nearly 7% lower 
than tiie rate for the total male civilian labor force which was 33.5% (vtfGc to Table 2). 
Amaican Indian females had a rate of 403% compared to the total female civilian labor 
force rate of 48.1%. More American Indians were employed in service occupations and 
operator/fabricator/labor occupations than the total civilian labor force. In 
farming/forestry/fishing occupations the participation rates for male and female American 
Indians and total civilian labor force were very similar. These rates were 1.8% for 
American Indian male compared to 1.3% for total civilian male labor force and .4% for 
American Indian female compared to .5% for tlie total female civilian labor force. The rates 
in managerial/professional specialty occupations were 16.1% for Indian males compared to 
25.7% for total civilian males and 17.9% for Indian females compared to 23.6% for total 
civilian females 
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Table 2 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region II (New York) 





American Indian 


Total Qvilian 




Civilian Labor Force 


Labor Force 


Occupations By 


M F 


M F 


Major Groupings 


% % 


% % 



Managerial & Professional 
Specialty 


16.1 


17.9 


25.7 


23.6 


Technical, Sales & 
Administrative Support 


26.6 


40.3 


33.5 


48.1 


Service 


18.8 


22.8 


13.9 


15.9 


Farming, Forestry & 
Fishing 


1.8 


.4 


1.3 


.5 


Precision Production, 
Craft & Repair 


13.1 


3.9 


10.4 


1.8 


Operators, Fabricators 
& Laborers 


23.6 


14.7 


15.2 


10.1 



Region IV 

American Indian males and females in Region IV participated at a higher rate in 
operator/fabricator/laborer occupations than the total ci^olian labor force (refer to Table 3). 
These rates were 32% for Indian males con5)ared to 19.7% for total civilian males and 34% 
for Indian females compared to 15*6% for total civilian females in this occupational group. 
American Indians participated at a slightiy higher rate in service occupations and at a 
significantiy lower rate in managerial/professional specialty occupations. The rate for 
managerial/professional specialty occupations was 124% for Indian males compared to 
21% for total civilian males and 14.6% for Indian females compared to 20.2% for total 
civilian females. 
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Table 3 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region IV 



American Indian Total Qvilian 

Civilian Labor Force Labor Force 
Occupations By M F M F 

Major Groupings % % % % 



Managerial & Professional 

Specialty 12.4 14.6 2L0 20.2 
Technical, Sales & 

Administrative Support 16.8 25.4 29.2 42.3 

Service 14.3 19.9 13.2 17.9 
Farming, Forestry & 

Fishing 6.1 2.5 3.4 13 
Precision Production, 

Craft & Repair 18.4 3.6 13.5 2.7 
Operators, Fabricators 

& Laborers 32.0 34.0 19.7 15.6 



Region V 

The highest participation rate for American Indian males and females iri Region V was in 
technical/sales/adnoinistrative support occupations (refer to Table 4). These rates were 
2L7% for Indian males and 35.2% for Indian females compared to 28.9% for total civilian 
males and 44.5% for total civilian females. The lowest participation rate for both Indian 
males and females of aU occupational groupings in this comparison was in 
faraiing/forestry/fishing occupations. The rates for American Indian males was 2.7% and 
for Indian females was .8% compared to the total civilian male rate of 3.7% and female rate 
of 1.6%. 
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Table 4 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and older) for Region V 



Occupations By 
Major Groupings 


American Indian 
Civilian Labor Force 
M F 
% % 


Total Civilian 
Labor Force 
M F 
% % 


Managerial & Professional 
Specialty 


13.7 


15.4 


21.4 


19.9 


Technical, Sales & 
Administrative Support 


2L7 


35.2 


28.9 


44.5 


Service 


20.4 


28.9 


14.0 


20.7 


Farming, Forestry & 
Fishing 


2.7 


.8 


3.7 


1.6 


Precision Production, 
Craft & Repair 


13.4 


2.5 


12.4 


2.0 


Operators, Fabricators, 
& Laborers 


28.1 


17.2 


19.6 


11.3 



Region VI 



The lowest participation rate for American Indians in Region VI was in farming/ 
forestry/fishing occupations (refer to Table 5). The highest rate for American Indians was 
in technical/sales/administrative support occupations which was also true for die total 
civilian labor force in Region VI. Indian male participation rates were 5.5% lower and 
Indian female rates were 3.5% lower tiian the total civilian labor force in managerial/ 
professional specialty occupations. The rates foi American Indians in operator/fabricator/ 
laborer occupations were 5.9% higher for males and 4.0% for females when compared to 
the total civilian labor force. . 
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Table 5 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region VI 



American Indian Total Civilian 

Civilian Labor Force Labor Force 

Occupations By M F MP 

Major Groupings % % % % 



Managerial & Professional 

Specialty 16.1 17.9 21.6 21 A 
Technical, Sales & 

Administrative Support 24.8 40.7 30.8 48.1 

Service 16.1 24.7 12.3 18.8 
Fanning, Forestry & 

Fishing 3.0 LO 2.9 .8 
Precision, Production, 

Craft & Repair 16.9 3.2 15.2 2.4 
Operators, Fabricators& 

Laborer 23.1 12.5 17.2 8.5 



Region Vn 

American Indian male and female participation rates in Region VII were higher than 
the total civilian labor force rates in operators/fahricators/laborers occupations (refer to Table 
6). Indian males were 8.9% and females were 6.2% higher than the total civilian labor 
force. American Indian male and female rates in service occupations were higher than the 
total civilian labor force; male Indian rates were 17.6% compared to 13.4% for total male 
rate and the Indian female rate was 24. 1% compared to 21.6% for toid female. As a group 
American Indians had a lower rate of 16.9% compared to 20.7% for the total civilian labor 
force in managerial/professional specialty occupations. The rate for the total male and 
female civilian labor force was higher than the Indian male and female rate in farming/ 
forestry/fishing occupations. These rates were 8.6% for total male compared to 2.8% for 
Indian male and 2.3% for total female and 1.2% for Indian female. 
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Table 6 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region Vn 



American Indian Total Qvilian 

Qvilian Labor Force Labor Force 
Occupations By M F M F 

Major Groupings % % % % 



Managerial Professional 

Specialty 16.2 IIJ 20.9 20.6 
Technical, Sales & 

Administrative Support 2L2 35.9 27.8 43.5 

Service 17.6 24.1 13.4 2L6 
Farming, Forestry & 

Fishing 2.8 , 1.2 8.6 2.3 
Precision, Production, 

Craft & Repair 16.4 5.5 12.4 2.6 
Operators, Fabricators 

& Laborers 25.8 15.6 16.9 9.4 



Region Vm 

American Indian participation rates in Region Vin were very similar to the total 
civilian labor force in farming/forestry/fishing occupations (refer to Table 7). The 
participation rates were 2.4% higher for Indian males and 2% higher for Indian females 
tiian the total civilian labor force in operator/fabricator/laborer occupations. The Indian 
male participation rate was 5.7% lower the rate for total male and Ind?^ female was 4.7% 
lower than tiie rate for total female in managerial/professional specialty occupations. 
American Indian males and females had a higher rate than total civilian males and females in 
service occupations. 
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Table 7 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region Vni 



American Indian Total Qvilian 

Civilian Labor Force Labor Force 

Occupations By M F M F 

Major Groupings % % % % 



Managerial & Professional 
Specialty 


18.0 


17.9 


23.7 


22.6 


Technical, Sales & 
Administrative Support 


23.9 


36.8 


29.5 


45.7 


Service 


23.7 


32.5 


13.4 


20.5 


Farming, Forestry 
Fishing 


5.6 


.9 


5.8 


1.7 


Precision Production, 
Craft & Repair 


12.5 


2.8 


13.7 


2.4 


Operators, Fabrications 
& Laborers 


16.3 


9.1 


13.9 


7.1 



Region IX 

Indian males had a participation rate in Region IX that was 1 L6% higher than the 
total male civilian rate and Indimi females had a rate that was 15.5% higher than the total 
female civilian rate in service occupations (refer to Table 8). The participation rate for 
Indian male and females was higher than the total civilian labor force rates for 
operator/fabricator/laborer occupations* The participation rates were higher for male and 
female total civilian labor force than Indian male and ferciale for managerial/professional 
specialty occupations and technical/sales/administrative support occupations. The rates 
were very similar for Indian male and female and total civiUan labor force male and female 
in precision production/craft/ repair occupations* 
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Table 8 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region IX 



Occupations By 
Major Groupings 


American Indian 
Civilian Labor Force 
M F 

% % 


Total Qvi-ian 
Labor Force 
M F 
% % 


Managerial ^Professional 
Specialty 


16.8 


20.9 


24.9 


22.9 


Technical, Sales & 
Administrative Support 


20.7 


34.6 


32.4 


47.9 


Service 


24.7 


32.2 


13.1 


16.7 


Farming, Forestry & 
Fishing 


4.3 




2.8 


1.1 


Precision Production, 
Craft & Repair 


13.0 


2.3 


12.4 


2.9 


Operators, Fabricators, 
& Laborers 


20.5 


9.2 


14.4 


8.5 



Region X 



In service occupations, the Indian male participation rate in Region X was 19.9% 
compared to 13.1% for total civilian males and Indian females was 26.9% compared to 
19.5% for total civilian female (refer to Table 9). American tidian males and females had a 
higher rate for operator, fabricator and labor occupations than did ihe total male and fenaale 
civilian labor force. The total civilian male and female rates were higher than the rates for 
American Indian male and female in managerial professional specialty occupations and in 
technical/sales/administrative support occupations. The rates of botii male and female Indian 
and total civilain male and female labor force w«:e very, similar in farming/forestry/fishing 
occupations and precision production/craft /repair occupations. 
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Table 9 



Occupational Participation of the American Indian and Total Civilian Labor 
Force (16 years and over) for Region X 





American Indian 


Total Qvilian 




Civilian Labor Force 


Labor Force 


Occupations By 


M F 


M F 


Major Groupings 


% % 


% % 



Managerial & Professional 
Specialty 


16.9 


18.8 


23.7 


22.3 


Technical, Sales & 
Administrative Support 


25.1 


40.7 


30.0 


46.5 


Service 


19.9 


26.9 


13.1 


19.5 


Farming, Forestry & 
Fishing 


6.1 


L7 


4.6 


1.6 


Precision, Production 
Craft & Repair 


12.2 


2.2 


13.1 


2.3 


Operators, Fabricators 
& Laborers 


19.8 


9.7 


15.5 


7.8 



Employment bv Industry in RSA Regions for American 
Indians on Reservations and Total Regionally Employed 
Persons 16 Years and Older 

The following information compares the percentages of American Indians employed 
in industries on reservations comparoi to total employed persons in the targeted 28 states. 
The data is presented according to the Standard Industrial Qassification system. 

Overall for the 28 targeted states, the highest percentages of persons were employed 
in the services industry for both American Indians employed on reservations and the total 
regionally employed persons (refer to Figure 5). The second highest percentage.oftheioial 
state employed persons were employed in manufacturing occupations while public 
administration ranked second for American Indians. Proportionately within groupings, 
there were two times more total employed persons in the 28 states employed in 
manufacturiiig occupations, and over three times more persons employed in retail trade 
occupations than American Indians, while there was six times more Ajnerican Indians 
employed in public admiinstration occupations. Higher proportions of American Indians 
were employed in agricdture/forestry/fishing/hunting/trapping, mining and construction 
industries. Information related to individuals employed by industry for the targeted nine 
regions is presented next Employment in Industty for each of the targeted 28 states can be 
found in Appendix D-3. 
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Figure 5 



Employment by Industry for American Indians on Reservations and Total 
State Employed Persons 16 years and older for the Targeted 28 States 
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The state within Region I that was included in this comparison was Maine* Maine 
has three federal Indian reservations within its boundaries, iinerican Indians in Maine 
were employed at higher rates than the total state employed persons in the agriculture/ 
forestry/fishing/hunting/trapping industry and the public administration industry (refer to 
Table 10). These rates were two times the rate of the total state employed in the agriculture/ 
forestry/fishing/hunting/trapping industry and nine times die rate in public administration. 
Total state employed persons were employed at two times the rate of ^erican Indians in 
the constmction industry, and four times the rate in die manufacturing industry. 

American Indians in Maine were not represented in the mining industry and had a 
very low rate (under 1.0%) in die trade industry (retail and wholesale). Representation of 
both groups in the finance/insurance/real estate and services industry was comparable. 
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Table 10 

Employment by Industry in Region I (Maine) for American Indians 
on Reservations and Total State Employed Persons 16 years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


7J 


3.2 


jvuning 




e 
.5 


Construction 


2.4 


5.6 


Manufacturing 


5.7 


27.2 


Transportation, 
Coqimunication & 
PubUcUtiUties 


3.6 


5.8 


Wholesale Trade 




3.6 


Retail Trade 


.4 


16.0 


Finance, Insurance 
&Real Estate 


4.1 


4.4 


Services 


26.7 


28.3 


Public Administration 


49.4 


5.4 



Region TI 

The state within Region n that was included in this comparison was New York. 
New York lias nine federal Indian reservations within it's boundaries. American hidians in 
New York were not represented in the mining or wholesale trade industries (refer to Table 
11). American Indians were employed at over eight times the rate of the total state 
employed persons in the public administration industry, and three times the rate in the 
construction industry. 

Total state employed persons were represented at a rate three times the rate for 
American Indians in the transportation/communication/public utilities industries, almost 
four times the rate in the manufacturing industry, over five times the rate of American 
Indians in tiie retail trade industty and over eight times the rate in the financeAnsurance/real 
estate industries. American Indians and total state employed perons were represented at 
comparable rates in^the agriculture/forestry/fishing/hunting/trapping industries and the 
services industry. 
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Table 11 



Employment by Industry in Region n (New York) for American Indians on 
Reservations and Total St£te Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


L3 


1.1 


Mining 




.1 


Construction 


12.0 


3.7 


Manufacturing 


5.3 


21.0 


Transportation 
Communication & 
PubUcUtiUties 


2.7 


8.2 


Wholesale Trade 




4.6 


Retail Trade 


2.7 


15.0 


Finance, Insurance 
& Real Estate 


1.0 


8.3 


Services 


32.6 


33.0 


Public Administration 


41.8 


5.0 



Rggion IV 

The "otates within Region IV that were included in this comparison were Florida, 
Mississippi, and North Carolina, These state have a combined total of six federal Indian 
reservations within their boundaries, 

American Indians and the total regionally employed persons had very low (under 
1.0%) representation in the the mining industry (refer to Table 12), Both were represented 
at comparable rates in the agricultural and construction industries. American Vidians had a 
rate that was almost five times higher in the public administration industry, and nearly one 
and one half times the rate in the services industry in comparison to the total regionally 
employed persons. 

Total regionally employed persons had rates that were almost two and one half times 
the rate of American Indians in the transportation/communication/public utilities Industries, 
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and rate five times higher the retail trade industries, and over five times the rate in 
finance/insuranc^real estate industries. 

Table 12 

Employment by Industry in Region IV for American Indians on 
Reservations and Total Regionally Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Hunting & Trapping 


2.7 


3.6 


Mining 


.1 


.5 


Construction 


5.5 


7.5 


Manufacturing 


15.9 


21.0 


Transportation 
Communication & 
Public Utilities 


2.9 


7.2 


Wholesale Trade 


.1 


4.2 


Retail Trade 


6.6 


17.0 


Finance, Insurance 
& Real Estate 


1.2 


6.0 


Services 


40.7 


28.0 


Public Administration 


24.3 


5.0 



Rggion V 

The sates within Region V that were included in this comparison were Michigan, 
Minnesota and Wisconsin* There is a total of 30 federal Indian reservations located in the 
states within Region V. 

American Indians were not represented in the mining industry and had very low 
(under 1S)%) representation in the wholesale trade industry (refer to Table 13). American 
Indians and the total regionally employed had comparable rates in the agricultural and 
related industries. American Indians had rates that were almost 10.5 times the rate of the 
total regionally employed in the public administration industry and over two times the rate 
in the construction industry. 
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The total regionally employed had rates that were over two and one half tinies the rate 
of American Indians in the transportation/communication/public utilities, almost two times 
the rate in the manufacturing industry, and a rate over two times in finance/ insurance/real 
estate industries. The rate for the toud regionally employed in the Ae service industry was 
7.2% higher than the rate for American Indians. 

Table 13 

Employment by Industry in Region V for American Indians on Reservations 
and Total Regionally Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agxicultuit, 
Forestry, Fishing, 
riuntingoc i rapping 


4.3 


4.0 


Mining 




.4 


Construction 


9.8 


4.5 


Manufacturing 


15.0 


27.0 


Transportation 
Communication & 
PubKcUtiUtics 


2.3 


6.0 


Wholesale Trade 


.4 


4.0 


Retail Trade 


3.7 


17.0 


Finance, Insurance 
& Real Estate 


1.9 


5.1 


Services 


20.8 


28.0 


Public Administration 


41.8 


4.0 



Rggion VI 

The states within Region VI that were included in this comparison were Louisiana, 
New Mexico, Oklahoma and Texas. These states have a combined total of 62 federally 
recognized Indian reservations or tribal entities within their boundaries. 

American Indians had rates that were comparable to the total regionally employed 
persons in the services and mining Industries. American Indians had rates that were 2.3% 
higher in the contraction and 4.7% higher in the manufacturing industries (refer to Table 
14). The rate for American Indians was about one and one half times the rate of the total 
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regionally en5>loyed in the agricultural and related industries, and over two and one half 
times Ae rate in the public administration industry* 

The total regionally employed had rates that were aknost two times the rates of 
American Indians in the tran^ortation/communication/public utilities, and over two and 
one half times in the finance^surance/real estate industries. The total regionally employed 
rate was over two tunes the rate for American Indians in the retail and wholesale trade 
industries* 

Table 14 

Employment by Industry in Region VI for American Indians on 
Reservations and Total Regionally Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


5.4 


3.1 


Mining 


4.1 


3.9 


Construction 


10.9 


8.6 


Manufacturing 


21.2 


16.6 


Transportation 
Communication & 
Public Utilities 


4.3 


7.7 


Wholesale Trade 


1.4 


4.9 


Retail Trade 


8.9 


16.6 


Finance, Insurance 
& Real Estate 


2.0 


5.7 


Services 


28.4 


27.9 


Public Administration 


13.4 


5.0 



Region Vn 

The states within Region Vn that were included in this comparison were Iowa, 
Kansas and Nebraska* These states have a combined total of eight federally recognized 
Indian reservations within their boundaries* 
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American Lidians had a rate that was almost one and one half times the rate of the 
total regionally employed in the construction industry and over eight times the rate in the 
public administration industry (refer to Table 15). Ammcan Indians also had a rate that 
was about one and one half times higher than the rate of the regionally employed in the 
services industry* American Indians were not represented in the mining and the wholesale 
trade industries. 

The regionally employed had rates that were ovtc two times the rates of American 
Indians in the agricultural and related industries and &iance^surance/real estate industries. 

Table 15 

Employment by Industry in Region VII for American Indians on 
Reservations and the Total Regionally Employed 
Persons 16 Years and Older 



^ AmOTcan Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


6.6 


8.9 


Mining 




.7 


Construction 


8.5 


5.7 


M/'ufacturing 


4.6 


18.4 


Transportation 
Communication & 
PubUc Utilities 


.8 


7.5 


Wholesale Trade 




4.9 


Retail Trade 


2.6 


16.4 


Finance, Insurance 
& Real Estate 


3.4 


5.5 


Services 


40.7 


27.9 


Public Administration 


32.8 


4.1 



R g siQ nVn i 

The states within Region VIH that were included in this comparison were Colorado, 
Montana, North Dakota, South Dakota, Utah and Wyoming. These states in Region Vm 
have a combined total of 26 federally recognized Indian reservations. 

American Indians and the total re^onally employed have comparable rates in the 
agricultural/forcstry/fishing^and related industries and the construction industry (refer to 
Table 16). Amaican Indians had very low (under 1 .0%) representation in tiie mining and 
wholesale trade industries. American Indians also had a rate that was over 9% higher in the 
service industry than the rate for the total regionally employed and a rate over four and one 
half times higher in the public administration industiy. 

The total regionally en:5)loyed had a rate that was over two times the rate for American 
Indians in the manufacturing and finance/insurance/real estate industries. Their rate was 
almost three times higher in the transportation/communication/public utilities industries, and 
a rate that was over four times higher in the retail trade industry. 

Table 16 

Employment by Industry in Region Vm for American Vidians on Reservations 
and the Total Regionally Employed Persons 16 Years and Older 



American iidians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


8.9 


6.2 


Mining 


.6 


3.5 


Construction 


7.8 


7.5 


Manufacturing 


5.7 


11.9 


Transportation 
Communication & 
PubUcUtiUties 


2.7 


7.9 


Wholesale Trade 


.3 


4.5 


Retail Trade 


3.9 


17.3 


Finance, Insurance 
& Real Estate 


2.1 


5.9 


Services 


38.0 


28.9 


Public Administration 


30.0 


6.4 
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Rggion IX 



The states within Region K that were included in this comparison were Arizona, 
California and Nevada. These states had a combined total of 1 17 federally recognized 
Indian reservations or rancherias within their boundaries* 

American Vidians and the total regionally employed have comparable employment 
rates in the construction industry and the transpOTtation/communication^ublic utilities 
industries (refor to Tabic 17). American Indians had a rate in that is almost two times the 
rate for the total regionally cn^loyed in the the agriculture/forestry/fishing/hunting/trapping 
industry and a rate that was four and one half times in the public administration industry. 
The American iidian rate in the service industry was 8.0% higher than the rate for the total 
regionally employed. 

The total regionally en^loyed had a very low rate ( under 1.0%) in the mining 
industry and a rate that was over two and one half times the rate for American Indians in the 
manufacturing industry. Their rate was ovct two and one half times the rate for American 
Indians in the trade industries (retail and wholesale). 

Table 17 

Employment by fodustry in Region IX for American Indians on Reservations 
and the Total Regionally Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


5.8 


3.0 


Mining 


5.0 


.6 


Construction 


7.6 


6.0 


Manu&cturing 


7.1 


19.3 


Transportation, 
Communication & 
Public Utilities 


5.0 


7.1 


Wholesale Trade 


.3 


4.3 


Retail Trade 


5.3 


16.6 


Finance, bisurance 
& Real Estate 


1.3 


7.1 


Services 


38.7 


30.7 


Public Administration 


23.9 


5.3 



Rggion X 



The states within Region X that were mcluded ir. this comparison were Alaska, 
Idaho, Oregon and Washington. These states have a combined total of 33 federally 
recognized Lidian reservations and 197 tribal entities or Native Corporations. 

AiMricari Indians and the total regionally employed had comparable rates in 
agricdture/forestty/fishing/h^ industry and the service industry (refer to 

Table 18). American Indians had rates tfiat were over two times the rates of the total 
regionally employed in tiie mining and construction industries and a rate that was over three 
times the rate of the total regionally employed the pubKc administration industry. 
American Mdians in Region X had a very low late (under 1.0%) in die 
transportation/communication/public utilities industries. 

The total regionally en^loyed had a rate that was almost two times that of American 
Indians in the manufacturing industry, over three times greater in the finance^surance/real 
estate industry and a rate that was 2.3% higher than American Indians in die trade 
industries (retail and wholesale). 

Table 18 

Employment by Industry in Region X for American Indians on Reservations 
and the Total Regionally Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 



Agriculture, 
Forestry, Fishing, 
Hunting & Trapping 


6.9 


4.7 


Mining 


1.1 


.5 


Construction 


14.0 


6.8 


Manufacturing 


10.1 


18.3 


Transportation 
Communication & 
Public Utilities 


.6 


7.7 


Wholesale Trade 


9.3 


4.8 


Retail Trade 


10.4 


17.2 


Finance, Insurance 
& Real Estate 


1.9 


6.1 


Services 


28.3 


28.4 


Public Admiiustration 


17.4 


5.5 
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Work Disability Status for Noninstitutional American Indians and 
Total State Populations (16-64 Years Old) hv Sex 



Work disability status information is presented in this section for American Indians, 
compared to total stale population figures for the nme targeted regions* 

For the 28 targeted states, the percentages of work disabled American Indians was 
1 1/2 times greater than the figures for work disabled persons in the total population (refer 
to Hgure 6)* The average wcwic disabled rates for American Indians was 12*6% for males 
and 1 1.9% for females compared to 9% and 7.5% for males and females in the total 
populations of the 28 states* 

Figure 6 

Work Disability Status of Noninstitutional American Indians and 
Total Population by Sex for the Targeted 28 States 
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While the majority of work disabled persons in both the American Indian and total 
population groups livjcd in urban areas, more work disabled American Indians lived in rural 
areas. Fifty-r>vo percent of American Indi?n males and 54% of females lived in urban areas 
of the 28 states compared to 65% and 68% of die total population* 

Figures 7 and 8 show the percentages of work disabled American Indians and total 
populations by region for males and females. The highest rate of work disabled American 
Indian males (17.2%) was in Maine which was the only state targeted in Region I. The 
lowest rate of work disabled American Indian males (7.7%) was in Region Vin which also 
had the lowest rate for die total population in comparison to other regions. The lowest 
work disability rates for American Indian females (8.6%) and total population females 



128 



142 



(6.3%) were also in Region Vm. The highest work disability rate for American Indian 
females (13.8%) was in New York which was the only state targeted in Region n. 

Figure 7 

Work Disability Status of Noninstitutional American Indian 
Males and Total Population by Federal Region 
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Figure 8 



Work Disability Status of Noninstitutional American Indian 
Females and Total Population by Federal Region 




The following information compares the work disability status of American Indians 
and the total population by sex for the nine targeted regions. Work disability status by state 
can be found in Appendix D-4. 

RSA Region I 

The 1980 U.S. Census showed that the percentages of work disabled for American 
Indians in Region I were 17*2% for males and 13*2% for females. Of the work disabled 
males 36% lived in urban areas and 64% lived in rural areas. Thirty-one percent of the 
work disabled females lived in urban areas compared to 69% in rural areas. 

By comparison the percentages for the total regional population in Region I were 
1 1% for males and 8^%.for females. Ahigher percentage of inale and femaJe work 
disabled in the total regional population liveid in urban areas, males (44%) ^nd females 
(48%). 

RSA Region n 

In Region n, 13.8% of both male and female American Indians were work 
disabled. Of tiie work disabled males 69% lived in urban areas and 31% lived in rural 
areas. Of the work disabled females 76% lived in urban areas and 24% lived in rural areas. 

By comparison, 8% of males and 7.4% of females of the total regional population 
were work disabled in Region n. Of these, 84% of males and 87% of females lived in 
urban areas. 
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RSAReponlV 



In Region IV, 14.6% of male and 13.4% of female American Indians were work 
disabled. Of the work disabled males 50% lived in urban areas and 50% lived in rural 
areas. Of the work disabled females, 47% lived in urban areas and 53% lived in rural 
areas. 

By comparison, 1 1. 1% of male and 9. 1% of the females of the total regional 
population were work disabled. Of the work disabled males 55% lived in urban areas and 
45% lived in rural areas. Of the work disabled females 57% lived in urban areas and 43% 
lived in rural areas. 

RSAReyinnV 

In Region V, 14% of male and 1 1.7% of female American Indians were wo± 
disabled. Of the work disabled males 56% lived in urban areas and 44% lived in rural 
areas. Of the work disabled females 62% lived in urban areas and 38% lived in rural areas. 

By comparison, 8.3% of male and 7% of females of the total regional population 
were work disabled. Of the work disabled males 65% lived in urban areas and 35% lived 
in rural areas. Of the work disabled females 70% lived in urban areas and 30% lived in 
rural areas. 

RSARe^onVI 

In Region VI, 12.3% of male and 10.8% of female American Indians were work 
disabled. Of the work disabled American Indians 50% of male and 50% of females lived in 
urban areas. 

By comparison, 9.8% of male and 8.2% of females of the total regional population 
were work disabled. Of these 68% of males and 59% of females of the work disabled 
lived ifi urban areas. 

RSA Region VTT 

In Region Vn, 13.4% of male and 12.7% of female American Indians were work 
disabled. Of these 64% of male and 74% of females lived in urban areas. 

By comparison, 8% of male and 6.6% of females in the total regional population 
were work disabled. Of vhese 62% of males and 67% of females lived in urban areas. 

RSA Region Vm 

In Region Vm, 9.8% of male and 8.6% of female American Indians were work 
disabled. Of these 44% of male and 46% of female lived in urban areas. 

By comparison, 7.7% of male and 6.3% of females in the total regional population 
were work disab'^d Of these 62% of male and 65% of females lived in urban areas. 

RSAReponIX 

In R.jgion IX, 12.1% of male and 10.9% of female American Indians were work 
disabled. Of these 61% of males and 58% of females lived in urban areas. 
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By comparison, 8,8% of male and 7,8% of females in the total regional population 
were work disabled Of these 85% of male and 86% of females lived in urban areas, 

RSA Region X 

In region X, 12 J% of male and 12,6% of female American Indians were work 
disabled Of these 50% of males and 52% of females lived in urban areas. 

By comparison, 8,9% of male and 7.4% of females in the total regional population 
were work disabled Of these 61% of males and 66% of females lived in urban areas, 

Dictionarv of Occupational Title Analysis of 26 Closures for American 
Indian and Total Caseload Clients Served hv the 
Rehabilitation Services Administration. 

The following results arc based upon data pertaining to successfully closed cases 
(status 26) reported by states to RSA during 1980, 1981 and 1982, 

A total of 3,664 American Indian clients and 7,086 clients fiom the total caseload 
sample were closed successfully in status 26 among the targeted 28 states. The first digit 
of die Dictionary of Occupational Tides (DOT) was used to classify the occupational 
placements of those by gender from both groups who were closed in status 26, 

Overall, the occupational placements differed most between American Indian and 
total caseload male clients in the groupings of clerica^^sales and stractm^ work occupations 
(refer to Figure 9), Total caseload male clients were placed 1,57 times more in clericaJ/ 
sales occupations and Americ^xn Indian clients were placed L43 times more in structural 
occupations. Total caseload ••.^es were placed in professional/technical/managerial 
occupations three percent more often than American Indian males and American Indian 
males were placed m agricullural/x^hery/forestryAelated occupations three percent more 
often than the total caseload males. 



Figure 9 



DOT Classification for RSA 26 Closures 
by American Indian and Total Caseload Males 




Occupational Categories 



A.I. Males 
Total Pop. Males 



For female clients, the greatest differences in occupational placements were in the 
groupings of clerical/sales and processing occupations (refer to Figure 10). Total caseload 
female clients were placed in clerical/sales occupations seven percent more often than 
American Indian females and American IniJian female clients were placed in prx)cessing 
occupations five percent more often than total caseload females. 
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Figure 10 

DOT Classiflcation for RSA 26 Closures 
by American Indian and Total Caseload Females 

The following inforaiation compares the vocational placements of American Indians and 
total caseload clients by sex for each region. Because of the low placements in Maine and 
New York, they have been combined for analysis. 
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Occupational Categories 



A.I. Females 
Total Pop. Females 



Re gions I and II 

The occupational placements differed most between American Indian and total 
caseload male clients in four groupings (refer to Table 19). Total caseload male clients 
were pla ^ two and two thirds times higher in professional/technical/managerial 
occupations and over two times higher in clerical/sales occupations dian American Indian 
male clients. American Indian male clients were placed over three times higher in ' 
processing occupations and over t\^'o times higher in stmctural work occupations than total 
caseload clients. 



For females, the greatest differences were in two areas. Total caseload female 
clients were placed eight percent more oix^Tt m processing occupations and American Indian 
female clients were placed seven percent mox^ often in machine trades occupations. 
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Table 19 



DOT Classiflcation for RSA 26 Closures in Regions I and II 
by American Indians, Total Caseload and Sex 



Malss £smal£s 

American Total American Total 

DOT Classification Indian Caseload Indian Caseload 

% % % % 



JTIviiC^olundlf I CW'illUW'aif dllU 

Managerial Occupations 


o 


1 A 




1 1 

11 


Clerical and Sales Occupations 


6 


13 


22 


19 


Service Occupations 


12 


15 


13 


14 


Agricultural, Fishery, Forestry 
and Related Occupations 


3 


1 


0 


0 


Processing Occupations 


25 


8 


13 


21 


Machine Trades Occupations 


18 


29 


35 


28 


Bench Wcfk Occupations 


6 


6 


*4 


6 


Structural Work Occupations 


15 


6 


0 


0 


Miscellaneous Occupations 


9 


6 


0 


1 



Region IV 



The occupational placements differed the most between American Indian and total 
caseload male clients in four areas (refer to Table 20). Nearly three times as many males in 
the total caseload were placed in clcriTal/sales occupations and nearly two times as many 
were placed in service occupations when compared to American fodian male clients. Twice 
as many American Indian niale clients were placed in agricultural/ fishery/forcstry/related 
occupations and they hafl 10% more pliacements in structural work occupations. 

For females, tiiere were five areas that differed the most. There was eight percent 
more placements for total caseload female clients in clerical/sales occupations and 1 1% 
more in service occupations. American Indian female clients were placed two times as Hgh 
in bench work occupations and 9% more often in processing occupations in comparison to 
the total caseload female chents. They were also placed three times higher in 
agriculture/fishery/forestry/occupations. 
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Table 20 



DOT Classification for RSA li Closures in Regions IV 
by American Indians, Total Caseload and Sex 



Malss Esmaka 
American Total American Total 



DOT Classification 


Indian 
% 


Caseload 

% 


Indian 
% 


Caseload 
% 


Professional, Technical, and 
Managerial Occupations 


4 


9 


8 


> 


Qerical and Sales Occupations 


4 


11 


12 


20 


Service Occupations 


9 


17 




29 


Agriculturali Fishery, Forestry 
and Related Occupations 


16 


o 
8 


7 


2 


Processing Occupations 


6 


5 


33 


24 


Is ichine Trades Occupations 


8 


10 


4 


4 


Bench Work Occupations 


10 


6 


16 


8 


Structural Work Occupations 


29 


19 


1 


1 


Miscellaneous Occupations 


14 


15 


1 


3 



Region V 

The types of occupational placements for American Indian and total caseload males 
arc quite similar in Region V (refer to Table 21). The groupings with the most difference 
were clerical/sales occupations in which the total caseload clients were placed four percent 
more often and machine trades in which American Indian clients were placed three percent 
more often. 

The occupational placements for females differed most in three areas. American 
Indian female clients were placed 5% more often in professional/technical/managerial 
occupations and twice as high in machine trades occupations. Total caseload females were 
placed in processing occupations four percent more often. 
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Table 21 



DOT Classification for RSA 26 Closures in Region V 
by American Indians, Total Caseload and Sex 



American Total 
DOTClassijBcation Indian Caseload 

% % 



Professional, Technical, and 
Managerial Occnnations 


18 


18 


99 


17 


Clerical and Sales Occupations 


5 


9 


23 


26 


Service Occupations- 


16 


18 


22 


23 


Agricultural, Fishery, Forestry 
and Related Occupations 


5 


4 


0 


1 


Processing Occupations 


10 


8 


12 


16 


Machine Trades Occupations 


15 


12 


10 


5 


Bench Wq± Occupations 


8 


9 


8 


7 


Structural Work Occupations 


13 


13 


1 


1 


Miscellaneous Occupations 


10 


9 


2 


4 



Region VI 



The occupational placements for American Indian and total caseload male clients in 
Region VI differed tiie most in four areas (refer to Table 22). Total caseload male clients 
were placed in clerical/sales and miscellaneous occupations at five percent more often, 
while American Indian males had a two times higher rate in processing occupations and 
were placed four percent more often in structural work occupations. 

For females, the differences were primarily in two areas. Total caseload female 
clients were placed in clerical/sales occupations nine percent more often while American 
Indian female clients were placed in processing occupations 14% more often. 



Females 
American Total 
Indian Caseload 
% % 
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Table 22 



DOT Classification for RSA 26 Closures in Region VI 
by American Indians, Total Caseload and Sex 



American 



Males 



Total 



Females 



American 



Total 





inuiaii 

% 


% 


TnHiii"n 

% 


% 


rxotessiondiy lecnnicaiy anQ 
Managerial Occupations 


13 


15 


12 


14 


Qerical and Sales Occupations 


7 


12 


16 


25 


Service Occupations 


17 


18 


28 


29 


Agricultural, Fishery, Forestry 
and Related Occupations 


6 


4 


1 


1 


Processing Occupations 


14 


7 


37 


23 


Machine Trades Occupations 


10 


10 


1 


2 


Bench Work Occupations 


5 


5 


3 


3 


Structural Work Occupations 


21 


17 


1 


1 


Miscellaneous Occupations 


7 


12 


1 


2 



Region VII 

The occupational placements for American Indian and total caseload male clients 
differed the most in three areas (refer to Table 23). Total caseload male clients were placed 
in clerical/sales occupations at a rate over five times higher and a rate of three times higher 
in bench work occupations then American Indian male clients. American Indian male 
clients were placed at a rate nearly uu:ee times higher in structural work occupations. 

The greatest differences for female clients were in'twaareasr American Indian- 
female clients were placed in clerical/sales occupations eight percent more often while total 
caseload female clients were placed in machine trades occupations six percent more often* 
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Table 23 



DOT Classiflcation for RSA 26 Closures in Region Vn 
by American Indians, Total Caseload and Sex 







Males 


Females 




American Total 


American 


Total 


DOT Classification 


Indian 


Caseload 


Indian 


Caseload 




% 


% 


% 


% 



Professional, Technical, and 
managenai uccupauons 


1 Q 


lo 


16 


1 o 

18 


Qerical and Sales Occupations 


2 


11 


21 


13 


Service Occupations 


20 


18 


27 


29 


Agricultural, Fishery, Forestry 
and Related Occupations 


2 


4 


3 


1 


Processing Occupations 


6 


8 


27 


24 


Machine Trades Occupations 


10 


13 


0 


6 


Bench Work Occupations 


2 


7 


3 


5 


Structural Work Occupations 


27 


10 


3 


1 


Miscellaneous Occupations 


12 


13 


0 


3 



Region Vm 

The occupational placements for American Indian and total caseload males in 
Region VIII differed tiie most in two areas (refer to Table 24). Total caseload male clients 
were placed in service occupations five percent more often while American Indian male 
clients were placed in stractural work occupations 11% more often. 

For females, occupational placements differed most in three areas. General 
population female clients were placed in clerical/sales occupations nearly twice the rate. 
American Indian female clients were placed six percent more often in service occupations 
and a rate nearly three times higher in bench work occupations. 
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Table 24 



DOT Classification for RSA 26 Closures in Region Vni 
by American Indians, Total Caseload and Sex 



Males Females 

American Total American Total 

DOT Qassificadon Indian Caseload Lidian Caseload 

% % % % 



Professional, Technical, and 

Managerial Occupations 15 17 19 18 

Qerical and Sales Occupations 6 9 15 28 

Service Occupations 16 21 30 24 
Agricultural, Fishery, Forestry 

and Related Occupations 6 4 0 0 

Processing Occupations 5 8 21 19 

Machine Trades Occupations 11 13 3 6 

Bench Wo± Occupations 8 6 8 3 

Structural Work Occupations 25 14 2 1 

Miscellaneous Occupations 8 8 2 1 



Region IX 



The occupational placements for American Indian and total caseload males in 
Region DC differed the most in four areas (refer to Table 25). Total caseload male clients 
were placed more often in professional/technical/managerial occupations (six percent 
higher) and four percent higher in bench work occupations. American Indian male clients 
had a three times higher rate in processing occupations and were placed at a six percent 
higher rate in machine trades occupations when compared to total caseload male clients. 

American Indian and total caseload female clients had more differences in 
occupational placements than did males. Total caseload female clients were placed more 
often in clerical/sales occupations (13% higher) and five percent higher in processing 
occupations. American Indian female clients were placed in professional/ 
technic^managerial occupations seven percent more often and machine trades occupations 
nine percent more often than total caseload female clients. 



Table 25 



DOT Classification for RSA 26 Closures in Region IX 
by American Indians, Total Caseload and Sex 







Males 


Females 




Amaican Total 


American 


Total 


DOXaassification 


Indian 


Caseload 


Indian 


Caseload 




% 


% 


% 


% 



Professional, Technical, and 
Managerial Occupations 


13 


19 


27 


20 




19 






JO 


Service Occupations 


20 


17 


19 


15 


Agricultural, Fishery, Forestry 
and Related Occupations 


6 


3 


0 


2 


Processing O^.xmpations 


6 


2 


7 


12 


Machine Trades Occupations 


15 


9 


11 


2 


Bench Work Occupations 


6 


10 


9 


6 


Structural Work Occupations 


14 


16 


1 


1 


Miscellaneous Occupations 


8 


9 


0 


4 



Region X 

The occupational placements for American Indian and total caseload male clients in 
Region X differed most in two areas (refer to Table 26). Total caseload males were placed 
in professionaVtechnical/managerial occupations seven percent more often while American 
Indian male clients were placed in agricultural/fishery/forestry/related occupations at a rate 
over two times higher. 



For females, the greatest differences were in three areas. Total caseload female 
clients were placed in clerical/sales occupations nine percent more often. American Indian 
female clients were placed in service occupations eight percent more often and in bench 
work occi5)ations over two times higher than total caseload female clients. 
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Table 26 



DOT Classification for RSA 26 Closures in Region X 
hy American Indians, TqtsA Caseload aiid Sex 







Males 


Females 




American Total 


American 


Total 


DOT Classification 


Indian 


Caseload 


Indian 


Caseload 




% 


% 


% 


% 



Professional, Technical, and 

Managerial Occupations 11 18 15 18 

Clerical and Sales Occupations 9 9 22 31 

Service Occupations 19 16 26 18 
Agricultural, Fishery, Forestry 

and Related Occupations 10 4 ' 3 1 

Processing Occupations 7 6 18 21 

Machine Trades Occupations 15 16 6 5 

Bench Work Occupations 7 8 7 3 

Structural Work Occupations 14 12 10 

Miscellaneous Occupations 8 11 2 3 



Summary 



The purpose of this section was to analyze labor market participation factors 
associated with American Indian employment in general contrasted to total civilian labor 
force employment Information was also presented that compared factors associated with 
the labor miket participation of American Indians with disabilities to individuals fix)m the 
general population who are disabled. Secondary sources of information were used for the 
analyses which were obtaired from the: (a) U-S. Bureau of the Census, (b) U-S. Bureau 
of Labor Statistics, (c) U-S. Bureau of Indian Affairs, aiid (d) Rehabilitation Services 
Administration of the U-S. Department of Education. The labor market participation 
factors which were analyzed in this report are: (a) unemployment rates, (b) participation in 
occupations, (c) employment by industry, (d) work disability status, and (e) vocational 
placement of RSA cases closed in status 26. 



Unemplovment Rates 

Despite the differences in unemployment rates reported by 1980 U.S. Census and 
1987 BIA estimates, it is clearly evident that the unemployment rates of American Indians, 
especially those living on or adjacent to reservations, are pervasively higher than 
unemployment experienced in tiie total civilian labor force in the 28 states. Whether the 
unemployment figures for American Indians living on or adjacent to reservations are under- 
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estimates or whether the average differences in jnemployment are 5.47 times higher (BIA 
and BLS estimates) or 449 times higher (1980 U.S. Census), the fact remains that there 
are consistently higher employment rates among American Indians living on or adjacent to 
reservations compared to tiie total civilian lal^r force. . 

Thejunen^loyment rates for American Indians living on or adjacent to reservations 
were 1.97 times higher than for American Indians living both on and off reservations. In 
addition, American Indians living both on and off reservations had a 3.38 times higher rate 
of unemployment tiian those for tiie total civilian labor force. 

The unemployment rates acorss six of the nine targeted regions were reasonably 
consistent Regions t IV, and VI had tiie lowest unemployment rates for American 
Indians livin? on - -Hi^-ont to reservations but they were still an average of 4.34 (BIA and 
BLS estimate* ; ^.o3 (1980 U.S- Census) times higher tiian for tiie total civilian labor 
force. 

Paiticipprion in Occupations 

The 1980 U.S. Census showed that American Indian males and females participate 
at different rates in several major occupational groupings when compared to the total U.S. 
Civilian Labor Force. The total male and female civilian labor force are employed at higher 
rates in managerial^^fessional specialty-and technical/sales/administrative support 
occupations when compared to American Indian males and females. These differences are 
higher for males tiian females. The total male civilian labor force had a 1.45 t?mes higher 
rate in executive/administrative, a 1.55 times higher rate in professional specialty and a 2 
times higher rate in sales occupations when compared to American Indian males in tiie labor 
force. 

American Indian males and females had higher rates of participation in service and 
operator/fabricator/laborcr occupations. The differences were higher for females in service 
occupations in which 8% more Amaican Indian females were employed when compared to 
the total feniale civilian labor force. Seven percent uiore American Indian males were 
employed in op^ator/fabricator/laborer occupations when compared to die total male 
civilian labor force. 

The lower participation rates in managerial/professional specialty and technical/ 
sales/adininistrative occupations and tiie higher rates in service and operator/fabricator/ 
laborer occupations for American Indians compared to the total civilian labor force were 
reasonably consistent across regions. 

Emplovmen t bv Industry 

American Lidians living on or adjacent to reservations were employed in industries 
at different rates when compared to total state employed persons 16 years and older. The 
percentages employed in "goods producing" industries (agriculture/forestry/fishing/ 
hunting/trapping, mining/energy, construction and manufacturing) and die "service 
producing" industries (transportation/communicatfons/public utilities, wholesale trade, 
retail trade, financeyinsurance^eal estate, services and public administration) are 
proportionately similar for American Indians on reservations compared to die total 
population. But, a comparison of specific industries shows substantial differences. 

Employment by industry for the total employed persons in the 28 states showed a 2 
times higher rate in manufacturing, 3.5 times higher rate in transportation/communication/ 
public utilities, 2.5 times higher rate in wholesale trade, 3.4 times higher rate hi retail trade. 



and a 3 times higher rate in financ^insurance/real esate industries when compared to 
American Indians employed on reservations. By contrast, American Indians on 
reservations wer employed slightly higher in agnculture/forestry/ fishing/hunting/trapping, 
niining and services industries. They also had a L5 times higher rate of employment in Ae 
construction industry and a 6 times higher rate in the public administration industry. 

The en5)loyment in industry pattems were reasonably consistent across regions 
when con^ared to employment by industry in the total 28 states, American iidians on 
reservations had higher rates in the public adihiiiistration industry aiir ;;omparable rates to 
the total regionally employed in the services industry. Hie total regionally en^loyed 
.persons had higher rates in manufacturing, financeyinsurance/red estate, retail and 
^^^hoiesale industries. 

Work Disability Status 

Work disabilities among American Vidians were more prevalent than for the total 
population in the targr*^ 28 states. The wonc disability rate for American Indian males 
was 1.4 tunes higher uid itvvas L6 tinies higher for American Indian females when 
con:5)ared to the total pppiHation by gender. While the majority of both American Indians 
and the total population with work disabilities lived in urban areas, higher percentages of 
wo± disabled American fodian males (48%) and females (46%) lived in rural areas when 
compared to total population males (35%) and females (32%), 

The highest percentage of work disabled American fiidian maies was in Region I 
(Maine) and JRegion II (New York) for females. The highest percentages of work disabled 
males and females in the total population were in Region IV, ITie lowest percentages of 
both American Indian and total population males and females were in Re^on Vni, In 
Regioiis I, IV, and VIE more work disabled American Indians lived in rural areas than in 
urban areas. 

Vocational Placements of RSA Cases Closed in Status 26 

Overall, American Indian clients were placed into occupational categories at 
somewhat consistent rates when compared to the total caseload clients in the 28 states, 
American Indian clients were placed in several occupation^ areas similiar, but not as 
differential, to pattems identified in the occupational p ^rticipation analysis. Both American 
Indian male and female clients were placed at lower rates than the total caseload in clerical 
and sales occupations, American Indian male clients were placed less often than the total 
caseload males in professional, technical and managerial occupations aand more often in 
stmctural work occupations. These pattems also parallel the types of industries American 
Indians are employed in on reservations. Lower proportions of American Indians living on 
reservations compared to the total caseload figures are employed in industries that most 
closely relate to sales occupations (wholesale trade, retail trade and finance, insurance and 
real estate). Higher proporations of American Indians living on reservations compared to 
total population figures were employed in industry that most closely relates to structural 
work occupations (construction). 

Overall, American Indian female clients were placed into occupational groupings 
more similar to total caseload females than comparisons of males in the two groupings, 
American Indian females were placed in professional/technical/managerial, processing and 
bench work occupations at slightly higher rates tiian total caseload females. 
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SECTION V 

THE NATURE AND EXTENT OF COOPERATIVE EFFORTS BY STATE 
VOCATIONAL REHABBLFrATION PROGRAMS FOR INDIAN 
PEOPLE WHO ARE DISABLED 
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THE NATURE AND EXTENT OF COOPERATIVE EFFORTS BY STATE 
VOCATIONAL REHABILITATION PROGRAMS FOR INDIAN 
PEOPLE WHO ARE DISABLED 

The purpose of this section is to describe the nature and extent of cooperative 
efforts by State VR and Blind Service agencies in 27 states with sig^iificant ^erican 
Indian populations in relationship to the improvement of vocational rehabilitation services 
to American Indians who are disabled^ 'irnte respondent groups were identified for 
interviewing: (i) State VR and Blind Service administrators; (2) State VR district 
.managers; and (3) Indian VR projea directors* The interviews consisted of questions 
related to several key issues that would identify the special problems and nee^ of 
American Indians with disabilities, as well as articulate the nature and extent of cooperative 
efforts between state VR and Blind Service agencies and Indian tribal groups* 

First, tiie policies, strategics, and activities of the State agencies that have been 
implemented, or; at« being planned for implementation, were addressed. The questions 
related to this issiif juvestigated agency planning activities in response to the new 
legislation, designaied staff responsibility, efforts to increase communication witii tribes, 
and special initiatives targeting improved VR scivices for American Indians. 

Second, rlie problems, or barriers, to improving vocational rehabilitation services to 
American Ind^iis who are disabled were addressed. Tlie barriers most frequently cited in 
the relevant fiterature are: (1) cultural, (2) linguistic, (3) geographic/residency patterns, 
(4) socioeconomic conditions, (5) governmental relations, and (6) type of disabling 
conditions. 



Third, the solutions to overcoming the barriers to improving vocational 
rehabilitation services to American Vidians who are disabled were investigated. Fourth, the 
survey included r ^stions related to the State VR agencies* response to Part A, Section 101 
(20) of the 1986 Reauthorization of the Rehabilitation Act, requiring, as appropriate, tiiat the 
state actively consult with Indian tribes, tribal organizations, and Native Hawaiian 
organizations in the development of the State Plan. 

Sources of Data 

Three respondent groups were identified for interviewing: (1) State VR and Blind 
Service Administrators; (2) District VR Managers, and (3) Project Directors of three 
federally funded Indian VR projects. Respondents to the surveys were selected from 27 
states with significant American Indian populations (inclUvlhig Eskimo and Aleut). States 
where the Indian population is 10,000 or more, or at least 1% of the state population were 
identified (Table 1). 

Survey questionnaires were developed for data collection from the three respondent 

groups: 

1. State VR and Blind Service administrators and/or their designees were 
interviewed to elicit information about the current state policies and activities related to VR 
services to American Indians with disabilities. A total of 38 State administrators were 
interviewed. Questions were designed to address and examine formal policies, current 
activities, special efforts, perceived barriers to serving Indian people, creative strategies for 
implementing the policies, and communication and coordination mechanisms. 

2. From the 20 states with the highest Indian populations, 13 district VR managers 
in districts serving reservations were selected and interviewed. A survey questionnaire was 
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designed to assess formal and informal activities occurring at the local level for the purpose 
of improving services to American Indians, including outreach efforts, training and in- 
service for VR staff serving Indian clients, and the relationships witii tribes living within 
the district service area* 

3« A third questionnaire was developed and administered to project directors of 
three currentiy funded Indian VR projects, at tiie Roclgr Boy, Montana, Fort Hall, Idaho 
and Navajo reservations* The central issues that were addressed included the nature of 
vocati(Hial rehabilitation service delivery changes since project initiation, relationship and 
interaction witii the State VR system, perceived barriers to service delivery to reservation 
based Indians and solution strategies for addressing barriers* 

Table 1 



American Indian Population and Residency Characteristics 



CfOf A 


Tntnl TnHifln 

lUUlt XIIUmUI 

rOpUlaUOn* 


ocaie ropuiauon 


Numher of Recoffnije/l 

1 iiUvdy lUulVilCIlao Ur 

Native Alaskan Entities^ 


Total % of Indian 
Population^ 
Urban Rural 


A V 

AK 


04,U47 


15,99 


197 


14% 


86% 




1 O OCT 


J ,02 


21 


25% 


75% 




/>A1 Oil 


oc 

.85 


102 


83% 


17% 


CO 


18,059 


.63 


2 






rL, 




OA 


Z 






ID 


10,521 


1.11 


5 






JL 


16,271 


.14 


0 






KS 


15,371 


.65 


4 






LA 


12,064 


29 


3 






MI 


40,038 


.43 


6 


66% 


34% 


MO 


12,319 


.25 


0 






MN 


35,026 


.86 


6 


56% 


44% 


MT 


37,270 


4.74 


11 


13% 


87% 


NC 


64,635 


I.I 


1 


15% 


85% 


ND 


20,157 


3.09 


5 






NM 


104,777 


8.06 


23 


21% 


79% 


NV 


13,304 


1.66 


17 






NY 


38,732 


.22 


7 


80% 


20% 


OH 


12,240 


.11 


0 






OK 


169,464 


5.69 


35 


45% 


55% 


OR 


27,309 


1.04 


7 


45% 


55% 


SD 


45,101 


6J3 


9 


11% 


89% 


TX 


40,074 


.28 


3 


80% 


20% 


UT 


19,256 


U2 


7 






WA 


60,771 


147 


25 


59% 


41% 


WI 


29,497 


.63 


11 


48% 


52% 


WY 


7,125 


1.51 


2 







All population figures are based on 1980 U.S. Bureau of the Census data. 

Figures vary for exact number of federally recognized tribes. Numbers presented are as accurate as could 
be obtained firom current BIA figures. 
Available for states with 25,000 or more American Indians. 
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The questionnaires were developed in consultation witii members of die Northern 
Arizona University Native American Research and Training Center (NARTC) Advisory 
Committee, representing RSA Regional Office K, State VR administrators, Indian \Tl 
project directors, and NARTC staff. The questionnaire was developed witii an open-ended 
response format to allow each administrator, district manager, or Indian VR project director 
to describe in detail particular policies, strategies, and activities in die context of his/her 
agency's program and goals. After the questionnaires were sent for imew and feedback 
from the NARTC Advisory Comnuttce, modifications were made which improved die 
clarity and specificity of each question. It was pilot tested witii an RSA staff pv rson, a 
former State VR administrator, tor question clarity and required time for administration. 
Refer to Appendix E-1 for copies of die three questionnaires used in tiiis study. The 
questionnaire tt>rState administrators was tiien approved by the Council of State 
Administrators of Vocational Rehabilitation (CS AVR). On May 22, 1987, an introductory 
letter and copy of the questionnaire were sent to State VR and Blind Services administrators 
in the 27 targeted states, for a total of 38 individuals. The telephone surveys were 
conducted between June 1 and July 6, 1987. 

Data will be presented in aggregate form witii response frequencies reported where 
available, and summarized, open-ended response information is provided for each 
question. Since the major portion of the information generated frorh die interviews were 
categorical judginents, a categorical coding scheme was uiveloped prior to the interviews, 
in consultation wiA the NARTC Advisory Cornmittee, to facilitate a more systematic 
interpretation and^resentation of the response data. For each question an array of possible 
responses was g^neratedipr coding during the interview. Responses which were not 
covered by the categorical scheme were documented and added to die categorical scheme. 
This simplified data collection and facilitated clustering of similar responses. 

The total number of responses to each question varies across the questions. 
Respondents were allowed to provide more than one response to any question. TTius on 
some questions tiiere are a greater number of responses tiian respondents. On a few 
questions not all respondents provided responses. Three of die 27 srates with significant 
fiidian populations have no Indian reservations, Ohio, Missouri, and Illinois. Three of the 
38 respondents could not respond to questions related to serving reservation-based Indians. 

Differences between the states in questionnaire responses were statistically analyzed 
to determine if policies, strategies, and cooperative effort are statistically related to die 
following population and demographic characteristics: (1) total Indian population; 
(2) percent of state population; (3) number of recognized Indian tribes; and (4) urban or 
rural residence of die majority of the states widi an Indian population. _ . 



state Administrator Questionnaire 



In the following prescnation survey questions that were developed for State VR 
and Blind Service agency administrators are discussed and analyzed The questions are 
provided, followed by rcs^nse frequencies and stated relative importance of responses 
(when avaflable). Themajorcontentof the response data was qualitative. The responses 
reflect the judgonents, perceptions, and experience of the State administrators in regard to 
their State policies and activities and are summarized in narrative discussions. 



Question 1 Ihe 1978 amendments to the Rehabilitation Act specifically 

addressed the need to improve or increase VR services to Native 
Americans. The 1986 amendments strengthened the language related 
to Indians in several sections (12) throughout the Act. Are you 
aware of the language in the specific sections related to VR services 
fo r American In^ans? 

Response Type No. Responding 

Yes _3Z 
No 



Total 38 



Thirty-seven of 38 respondents indicated awareness and familiarity with the specific 
legislative language related to VR services for American Indians. Variation exists across 
states in the respondents' level of understanding and activities that have been conducted to 
increase their understanding. Fifteen State agencies reported having conducted a thorough 
analysis of the amendments, and ten State agencies were in the process of legislative 
analysis at the time of the interview. Twenty respondents *fically mentioned the need 
for legislative interpretation and regulations. Abnost hall uie respondents expressed 
particular concern regarding the interpretation of the State's current and continuing role and 
responsibility for tribal VR projects funded under Section 130. 



Question 2 Does your agency have any existing policies/initiatives specifically 
targeted to meet the needs of Indians? 

Response Type No. Responding 

Yes _i2 
No _21 

Total _M 
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Hiiccn respondents reported that their agency has or has had initiatives developed 
to improve VR service delivery to American Indians. Twenty-three respondents reponed 
that no special initiatives or policies were developed which t^geted the Indian population. 
Respondents presented a variety of qualifying stateni^ in conjunction with their "yes" or 
"no" response. All persons r^pondmg "no" indicated that Indians, like all state residents, 
were included in current policies and initiatives, and that VR sendees are for all eligible 
individuals witii dii^abilities, including all ethnic groups. 

Existing policies and initiatives cited by the fifteen "yes" respondents ranged 
considerably in focus and character. Eight State agencies have or are developing 
cooperative agreements with tribes to define tiieir needs, agree on the type of services and 
service delivery approaches, and receive assistance fiom the tribes in identifying potential 
clients. 

Of the 15 "yes" respondents, the strategies for implementing special initiatives 
within their states included a needs assessment, definition of goals and objectives with 
specific activities resulting in action plans, and development of linkages between State VR 
and tribes which facilitate communicaticm and understanding. State VR-tribal relationships 
are established with the tribal council, healtli workers, tribal education committee, or other 
specifically identified tribal entity. The quality of the relationship between the State VR 
agency and tribes is reprped by n> >st respondents to be the major determinant of Uie 
success of VR in improving services to Ameria n Indians. 

Fifteen respondents who cited specific initiatives and policies, as well as four 
others, indicated that counselors visit clients on the reservations on a regular basis. 
Cooperative relationships include joint use of on-rcservation agency facilities, and hiring of 
liaison individuals (who may be bilingual and may be affiliated witii other services on the 
reservation) to interface between the VR personnel and the tribe and tribal council. Only a 
few respondents indicated cooperative relationships with other ser\ Ice providers on the 
reservation, such as Indian Healtii Service (IHS), Bureau of Indian affairs (BIA), and 
Federal, State, or tribal social service agencies. Hve respondents indicated that special 
state mitiatives for American Indians were warranted as pan of affirmative action efforts, 
since the Indian population was underserved 



Question 3 When you implement a new initiative, what 

approacheslstrategieslpeople doyou typically rely on? 

Question 5. ' What unique approaches may be necessary in improving VR 
services for Indians? • .... 



Respondents were asked to outline the usual activities and procedures that are 
followed when new initiatives are implemented The general strategies reported are 
summarized on the following page: 
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1 . A task force is named to study the issue. 

2. A needs assessn u*.nt is conducted 

3. Priorities and objectives arc defined. 

4. ' An advisory council reviews the initiative. 

5. A study of approaches developed by other states is conducted. 

6. A delineation of personnel requirements, staff training needs, and funding 
sources is developed 

7. Preliminary implementation of initiative occurs on a trial basis. 

8. In response to feedback, modifications are made in the identified 



Most states utilize a similar process to plan and implement new projects. 
Respondents were asked to consider if a unique approach might be necessary in 
implementing initiatives to improve services to American Indians. 



Of die 24 "yes" respondents, twenty indicated a need for a more aggressive 
outreach, witii efforts made to "take VR to the reservation". Fifteen respondents cited a 
need for extra agency efforts if services to American Indians are to be increased in their 
state.. Extra efforts mclude educational programs witii tribal leaders and die general 
community on die reservation to increase awareness about in conjunction with efforts 
to mcrease cultural awareness and sensitivity of die VR personnel working witii Indian 
clients. Five respondents expressed an interest in assisting tribes applying for Section 130 
funding. 

^ Site-specific efforts were cited as most successful, where efforts begin witii 
establishing linkages between State VR and resource individuals on die reservation, such as 
tribal leaders, educators, or health workers. Twenty-five respondents report die 
establishm?.nt of communication channels as a critical step in creating a working 
relationship between die agency and die tribe. The development of a relationship witii one 
key tribal person has occurred in all cases where agencies report successful relations with 
tribes. Success is perceived to be linked to tribal support of VR. 

Linkages witii otiier service providing agencies were mentioned by several 
respondents as important for increasing outreach and referrals, but only 10 respondents 
reported cooperative relationships witii IHS or BIA. Many agencies expressed die need to 
increase efforts to communicate and cooperate witii IHS and BIA. 

The need to promote economic and job development ok '^r near die reservation was 
cited by all respondents in states witii reservations (n=24). The respondents reported tiiat 
the establishment of suitable employment opportunities for clients was essential to 
knprovmg VR services to American Indians. States perceive the need for cooperative 
efforts across State and Federal agencies to create economic opportunities, but look to tribal 
councils for direction. 

Twelve respondents (33%) reported that there was no need for a unique approach to 
improving rehabilitation services to American Indians. 



strategies. 




No, Responding 



Yes 
No 

No Response 



_2 



Total 



151 



ERIC 



16o 



Question 4. Has a staff person been designated as responsible for addressing 
legislative changes related to American Indians? 



No. Responding 

Yes _m 
No _2L 

Total _iZ 



Twenty-one respondents reported that no staff person has been designated Sixteen 
respondents indicated that a full or part-time responsibility for addressing sendee needs of 
American Lidians had been designated For respondents reporting that no such position 
had been established, a second level question was asked "Is a position planned?". Eight 
of the "no"response:, indicated that the field staff have been alerted to the legislative 
changes, but no central coordinating responsibility has been designated Two respondents 
suggested that a need existed for a specialist or liaison position, but one had not yet been 
created 



Question 5. In establishing initiatives for your State, how wouldyou rank 
improving/expanding VR services to Indians in your service 
priorities? 

Response Type No, Responding 

High 



Medium 

Low Tfi 

Told 38 



Less than one-fifth of vhe-respondents indicated that improving VR services to 
American Indians is a high priority. An equal proportion of the respondents, 
approximately 42%, ranked improving/expanding VR services to American Indians as a 
medium or low priority- Two-third, of the respondents who ranked the issue a medium 
priority (n=10) indicated that their agency was currendy making a concerted effort to serve 
Indian cUents, and other programs are targeted as higher priorities, for example, the 
supported employment program. 
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Question 6 The new amendments require that the State VR "actively consult" 

with tribal organizations on the State Plan. What do you plan to do 
in response to the requirement? 

BffSPOnSC CharactemiCS: No. Responding 

Will invite tribes to public hearing and/or 

ask for written input to State Plan 20 

Will meet with tribes 10 

Will meet with inter-tribal council 

representing the tribes in State § 

Will meet with urban Indian 

council 4 

Will meet with State Bureau of Indian 

Ajfairs 2 

Total 35 



Thirty-five respondents cited actions their agency would take in response to this 
amendment Ten indicated two strategies, for example, invite all tribes to participate in 
public hearings J meet with the inter-tribal councU, an organization representing all 
recognized tribes in the state. Four respondents indicated that meeting with urban Indian 
councils was planned; tiiese states have high urban Indian populations. Three respondents 
indicated tiiat tiie State Bureau of Indian Affairs was tiie representative agency for tiie joint 
tribes: Ten respondents indicated plans were made to meet individually with tribal 
representatives to solicit input into the development of the State Plan. Eight respondents 
representing states witii numerous tribes plan to meet witii tiie inter-tribal council. Twenty 
respondents report that Indian tribes, like all VR consumer groups, will or have been 
invited to attend and testify at tiie public hearings where tiie State Plan is being discussed. 



Question 63 Who on your staff will consult with tribes or tribal organizations? 

Response Type N o. Responding 

Counselors /jj 

State Direaor or Designee 

No one specified 

Total _i2 



^ Fifteen respondents reported tiiat tiie VR counselor is the designated staff person 
who will consult witii tribes. The respondents indicated tiiat the reason for designating the 
VR counselor is because of tiie need for tfie VR-tribal relationship to be established at the 
local level, that the counselor as provider of services on tiie reservation should make the 
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first contacts and establish communication at the service delivery level. State relationships 
would then follow in a formal fashion* 

Ten respondents reported that the State-tribal relationship should be initiated at the 
State levci, with the consultation process identified as a formal procedure* These 
resppndcnts identified the intent of the legislation as a requirement to conduct a State-tribe 
meeting, and that the counselors* relationships and acceptance b> the tribes would be 
facilitated by thi<^ approach* 

Ten resi^^^t dents indicated that tribes would be invited to participate in the 
development of the State Plan through the public hearing process* 



Question 6.4 How will you identify which tribal representative to consult with? 

Response Type Hq 

Identify tribal leaders through 

inter-tribal council 18 

Contact tribes directly 12 

No Response _2 

Total 35 



Eighteen respondents reported that they would identify tribal leadership through the 
inter-tribal councils. Twelve respondents indicated that their agency will contact each tribe 
diiectiy to identify appropriate contact persons* 

The wording "as appropriate" was noted by three respondents in states without 
reservations, citing it was not relevant for their states* Four other respondents suggested 
that it is up to the State to decide if consultation will occur, and what form it will take* Five 
states with large numbers of Indian tribes indicated that consultation with the inter-tribal 
council is the only alternative because there are too many individual tribal groups to access. 
Those states have established relationships with the inter-tribal councils, and, have been 
assured by the council members that the council is representative of the Indian tribes* needs 
and interests. 



Question 7 Which do you think is the best strategy to improving/increasing VR 
services to reservation-based Indians? 

Response Type No. Responding 

BuildingVR services for Indians within existing 

State structures _21 
Helping tribes secure funding for creating tribally 

administered p: . grams 2 

Combination of above-tribal programs operating 

in conjunction with existing services _J2 

Total ^ 

154 1 
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Thirty-five respondents ?dentified strategies which reflected their agency's position. 
Three respondents cited two strategies. Few respondents identified independent tribally 
administered programs as the best strategy to improving VR services for several reasons. 
Most respondents are waiting for an interpretation and regulations for Section 130 funding. 
The respondents fi^iuendy stated questions regarding the formal relationship of Indian 
projects to the State VR program. Except where a tribe is large, most respondents 
expressed concem that independent tribally administered projects would create a separate 
and inferior system of VR services on the reservation. Five respondents were investigating 
the use of Section 130 funding for coopCTativc State-tribe efforts. Eight respondents 
selecting the alternative to build VR services for Indians within existing State structures 
stated that active involvement cf Indian tribes should be solicited to target their needs and 
increase outreach efforts to Indian people, but that services should be administered within 
the existing state VR syi ; m 



Question 8 It is the legislative intent that "the State shall provide VR services to 
handicapped American Indians residing in the State to the saaie 
extent as the State provides such services to other significant 
segments of the population of individuals with handicaps residing 
in the State" Section 101(20). What problems or barriers do you 
foresee in accomplishing this? 



Several barriers to VR services to Indian people were mentioned by most 
respDndents. Cultural differences were cited as barriers unless the agencies make a 
concerted effort to understand the cultural differences and "contexture" their outreach and 
education efforts, as well as the overall program approach, especially on reservations. 
Transportation was reported a major barrier because of the isolated location of most 
reservations and the economic status of Indians with disabilities. Distance fiom all VR 
services, including evaluation, training, counseling, and medical restoration, was identified 
as a barrier for reservation Indians. 

A lack of employment oppominities on or near the reservation was cited as a barrier 
by the respondents firom slates with reservations; thus employment placement on or near 
the resCTvarion is difficult Respondents reported that some villages and communities have 
no economic activity aside fix>m subsistence living, and therefore, such conditions preclude 
vocational rehabilitation, as it is most traditionally defined, fi^m taking place in these 
communities. Relocation, which most respondents say is required due to lack of training 
and employment opportunities on reservations, is not perceived as a viable option for most 
Indians, and has attendant difficulties, such as loss of family and cultural support systems 
and increased cost of living. 

Half of the respondents reported that many American Indians do not relate to "the 
VR :ystem", adding that relationships to the IHS and BIA are often characterized by 
dependency, while VR requires self initiative and commitment to long term goals. The 
historical dependence on federal programs by Indian people was mentioned as a 
disincentive to participate in vocational rehabilitation. 

Language barriers were mentioned by respondents in states where English is a 
second language for Indians. Half of these respondents cited that bilingual resource 



personnel would be necessary to better serve these clients* They indicated that limited 
English proficiency also limits placement opportunities* 

Substance abuse was mentioned by all respondents as both a barrier to serving 
Indians and as an obstacle to successful rehabilitation* Although legally defined as a 
debilitating condition, some respondents suggested that alcoholism itself is not sufficient 
criteria fOT eligibility* 



Question 8.1 Are there differed barriers for urban versus reservation In^ 



Some of the barriers affecting urban and/or reservation Indians were discussed 
under Question #8, but will be mentioned again in the context of determining specific 
strategies for improving VR services to American Lidians, on and off tfie reservation* 

Urban Indians were reported by the majority of respondents as more integrated into 
the majority culture* English is spoken by most urb^ Indians, thus language difference is 
not perceived by the respondents^ as a barrier, although it was recognized that English may 
still be a second language* Respondents reported that Lidians resi^g in cities are usually 
more aware of the array of social services and the process requu^ to obtain services* 
They reported that urban Indians have become more acculturated tfian reservation Indians to 
a bureaucratic, time conscious culture, and that more training and job opportunities exist in 
urban centers* VR outreach efforts were reported to be similar across ethnic groups, but 
urban Indian centers are often visited by counselors seeldng assistance with cUent referrals. 

On the other hand, respondents identified some barriers specific to urban Indians. 
Urban Indians often do not have family or cultural support systems and have no identified 
central agency with whom to communicate* This is especially difficult for the Didian who 
recendy moved to the city. Financial needs are greater in the city* Respondents cited the 
frequent occurrence of program dropouts among urban Indian clients* 

The respondents indicated that reservation Indians experience barriers to VR service 
primarily because of cultural differences, geographic isolation, and lack of employment 
opportunities on the reservation. However, tne respondents reported that the strong family 
and cultural ties can operate as a support system during rehabilitation and that shared 
circumstances with other rural consumers, such as difficulty in client identification, 
transportation, inconsistency and infirequency of counselor contact act as baniers* 



Question 82 Have you any suggestions about how to remove barriers or 
obstacles in the implementation of the new legislation? 



Seven respondents reporte-^ that no specific barriers existed to providing VR 
services to Indians in parity with eiaer populations* TTiirty respondents cited barriers out 
only twenty made suggestions for practices and/or policies which might reduce or remove 
barriers* Rather than report frequencies, suggestions will be listed in a ranked order of 
response fi'equency and degree of reported importance* 
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1. Promotion of job development and creation of employment opportunities 
for disabled people on or hear the reservation. 

2. Sensitivity to cultural differences, demonstrated by increased in-service 
training for X'R staff serving Vidian clients, hiring of Indian staff in districts 
which include reservations, more aggressive and culturally sensitive 
outreach and education on the reservation* 

3. Identification of tribal resources including tribai leaders, health services, and 
education committees, for establishing relationships which assist in 
outreach and referral. 

4. Demonstrated commitment to imprc' i communication with tribes and 
tribal organizations. 

5. Establishment of State-tribal relationships at both the central State 
administration and counselor levels. A model for State-tribe relationships 
may be that of the tribe-IHS or tribe-BIA, or may be a new form, more 
equal aiid more collaborative. Success of counselors* relationships depend 
on visibility, cultural sensitivity, consistency, commitment, and persistence. 

6. Establishment of cooperative relationships at both administrative and service 
delivery levels with IHS, BIA, public schools, social services, and other 
service providers to identify fimding sources, reduce redundancy, and 
facilitate coordinated service implementation. 

7. Whenever possible, take services to the reservation: intake, evaluation, 
counseling, medical restoration, training, and placement Use Indian 
paraprofessionals to assist in referral, intake, and orientation. 

8. Share successful strategies and approaches across states. USA can facilitate 
this. Includ'^ American Indian input and involvement in technical 
assistance. 

9. More aggressive outreach programs targeting identification and participation 
of Indian clients. 

10. Identify personnel for program specialist and liaison responsibilities, witii a" 
mandate to increase awareness and identification of special needs and 
problems of Indians with disabilities and to estabHsh communication 
channels between VR agencies and tribes. 

1 1 . Use of peer counseling and successful models of rehabilitation to increase 
motivation, understanding, and identification with the VR process among 
Indian clients. 

12. Increasing the priority of this issue at the State level. A clear direction from 
the agency to increase services is required. State adroinistrators need to 
personally commit to elevating the issue to a high level of concern. 

13. Identification and targeting of school age disabled Indians for transitioning. 
The respondents believe there are better chances for successful VR 
participation with this population. 




14* Facilitate and encourage submission of Section 130 funding proposals ,.0 
develop additional reservation-based VR projects. Consideration of 
cooperative project development may be beneficial w^ere Section 130 
funding provides services which increase visibility and VR services on 
reservations, as well as tribal commitment to VR. 

15. Increased efforts 2ie necessary to generate accurate needs assessment and 
identification of barriers to services forreserv^xtion Indians. 

16. Reassessment of VR in relation to cultural differences is required. The 
values and process of VR should be reconsidered in the con^ixt of 
reservation culture. Lock-step process may be difficult to relate to. Criteria 
and definition of success may need to be enlarged. Modification of service 
provision strategies may be required to adequately serve disabled Indians 
residing on reservations. 



Quesnon 9 Does the legislation provide opportunities for you as state 
director in addressing the VR needs of Indians with 
disabilities? 

Response Type No, Responding 

Yes _M 

No Z 

No Response 2 

Total 38 



Most respondents perceive and reported benefits from the new legislation. Sixteen 
respondents reported that increased visibility of the Indian population with disabilities and 
awareness of barriers to providing VR service to Indians stimulated by the new legislation 
will contribute to improvements in the efforts and results of agency actions. Seven 
respondents cited the availability of Section 130 funding as an opportunity to develop 
culturally sensitive and culturally relevant VR services on the reservations, although 10 
respondents expressed concern about the quality of Indian VR projects. Nine respondents 
cited that improved State-tribe relationships may follow from increased interaction. 



Question 10 What do you see as the role of the Regional RSA office in 
implementing the "Indian Initiatives?" 
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Response Characteristics 



No, Responding 



L Monitoring 2 

2. Technical assistance 12 

a) specific to Indian culture 

b) interpretation of the new legislation 
c, assistance in working with tribes 

receiving Section ISOfimding 

3. Other 24 

a) training materials 

b) mediation 

c) sharing information across states of 

successful approaches and efforts 

d) hold a national corference on VR and 

the disabled Indian 

e) assistance in coordinating with IHS 

andBIA 

Total 32 



Most respondents indicated that they looked to RS A for direction, interpretation, 
and technical assistance in the planning and implementation of agency policy related to the 
"Indian Initiatives"^ Most respondents (N:-=32) cited more than one perceived role for 
RSA. 



Question IL What irformation or assistance would be useful to your agency in 
responding to the new legislation? 



Responses C haracteristics No. Responding 

L Successful approaches used in other states 
for developing cooperative relationships and/or 
improving VR services to American Indians 14 

2. Technical assistance 24 

a) in-service training to increase cultural 
awareness ofVR staff 

b) interpretation of legislation 

3. Demographic and cultural irformation about tribes 

residing in State ^ 

4. Assistance on needs assessment i 

Total 
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Thirty respondents indicated that some information and technical assistance would 
be useful during the planning period as they develop an agency response to the legislative 
changes. Half of the respondents reported that information about successful approaches 
used elsewhere which contributed to improved relatioua and communication with tribes 
and/or improved service delivery to reservation Lidians would be most helpful* Technical 
assistance is reported as needed by three-fourths of the respondents, especMy legislative 
interpretation and regulations* Most respondents indicated more fhan one response. 

District Manager Questionnaire 

Questionnaires were developed for administration to district managers in districts 

serving reservation clientsl* State administrators were asked to identify district managers 
with experience and familiarity with the relevant issues concerning VR service delivery to 
American Indians with disabilities. From the 20 states with the highest American Indian 
population a sample of 15 states^ was selected. Thirteen interviews^ were conducted. 
Three district managers in districts which include Indian VR projects were included in the 
sample. 

The questionnaire was designed to examine current efforts to serve reservation 
clients, staff responsibility, relationship with the tribes and other social service providers 
on the reservation, cooperative efforts, training and in-service, and experience in the district 
in identifying and serving American Lidian clients. 

Question 1 Does your district office currently serve Indian clients? 

Response Type No. Responding 

Yes _J1 
No Q 



Question 2 Do you have staff person(s) specifically responsible for serving 
reservation Indian clients? Urban Indian clients? 

Question 2 J Criteria for selection/identification of this personnel? 



Question 22 Do you have any Native American staff? 



Question 23 How often does staff person(s) visU Indian clients on 
the reservation? 



1 Except Oklahoma, where a district with a significant Indian population was identified, 

since Oklahoma has no reservation. 

2 CA, OK,.AZ, MIN NC, AK WA, TX. MI, MN, WI, OR, UT, CO, ID. 

3 In two cases the district manager conducted the interview with the assistance of the 

counselor serving the raservatioa In two other cases, counselors serving reservation 
clients were designated to represent the district manager. 

er!c ''''' ^^^^ 




Eleven district managers reported that counselors do serve Indian clients on 
reservations^ ten on an itinerant basis, one on a full-time basis. In the ten districts, it as 
reported that one or two counselors arc responsible for serving the reservations and visit 
the reservation one or two times monthly. Cooperative arrangements for use of facilities on 
the reservation are.made with the public schools, IHS, mental health, or the trib^ education 
committee. Three (^trict managers reported that half or more of their Indian clients live off 
the reservation and were served in State VR offices. Most counselors work at more than 
one location on the reservation, half visit clients in the homes or at other agreed upon 
settings. Ten respondents report^ that the criteria for Ae selection of counselors who 
serve reservation-based Indians was previous experience working on a reservation. Three 
counselors speak the native language of the tribe. Six respondents cited having American 
Indians on staff. Three are counselors serving reservations. 



Question 3 Are the costs of rehabilitation different when serving disabled Indian 
clients? 



Twelve respondents reported that the costs associated with serving Indian clients 
are actually lower because of similar benefits paid for by other agencies, such as IHS, BIA, 
tribal educational grants, U. S. Department of Education, VA, and some private fundiiig 
sources. Funding sources are "piggy-backed", so programs are developed which comprise 
numerous funding sources. Seven respondents incUcated that rehabilitation usually takes 
longer, and that drop out rates and unsuccessful closure rates are higher. Six respondents 
cited that the high rate of alcoholism of Indian clients contributed to the higher failure rate. 
Tfc'^e respondents reported that Indian clients have more expectations of support, including 
maintenance, transport'.tion, and financial assistance, than other clients. Varying degrees 
of interagency interaction were reported, although interagency funding coordination was 
reported by all respondents. Actual interagency communication and cooperation was 
reported by nine respondents, identifying IHS, BIA, tribal councils. Job Training 
Partnership Act Program (JTPA), Veterans Administration, and U. S. Department of 
Education. 



Question 4 Given that high unemployment of the Indian population is a major 
barrier to vocational rehabilitation, what existing mechanisms in the 
State VR system could be used to overcome the barriers to 
successfid rehabilitation of Indian clients? 



The purpose of this question was to address the high unemployment rate on or near 
reservations reported across all three groups of respondents as a major barrier to increasing 
the success of VR services to reservation clients. Active efforts were reported by all 
respondents to promote economic activities on or near the reservations, and to encourage 
preferential hiring for Indian clients. It was reported that new businesses are encouraged to 
seek JTPA funding or to take advantage of targeted jobs tax credits to hire VR clients. The 
respondents indicated that the isolated location of most reservations is not conducive to the 
success of manufacturing operations; and when manufacturing operations >,ere begun in 
the last seven years on four reservations, all failed. 
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Three respondents cited efforts to make VR respond more realistically to the local 
economy- Seasonal jobs are targeted in one area, where clients work in service industries 
during the tourist seasons. Self employment on Ae reservation was cited by five 
respondents as one option, specifically in crafts production. Cooperatives developed to 
organize craftworkers on die reservation are cpcrating on five reservations. 

Tribal economic development is reported by all district managers as an ideal 
solution, because it would create employment opportunity and enable the client to remain 
on the reservation. Two respondents indicated tlmt State VR training facilities were built 
adjacent to the reservation. In one district a building trades iraining program with JTPA 
funding is coordinating with a federal housing grant to build homes on die reservation* 
This kind of coordination is seen as essential by all district managers in die face of limited 
competitive employment opportunity. 

The problem is considered by all respondents to be a long term, high priority issue. 
Relocation to areas where training and jobs exist was reported by three respondents to be 
die only realistic short term response to limited employment opportunity on die reservation. 
These respondents indicated diat die same economic conditions affected non-Indian clients 
in dieir districts. 



Question 5 What is the nature of your relationship with tribes and/or tribal 
organizations in your district? 

Response Ty pe No. Responding 

Good IQ 

Fdr 5 



Ten respondents indicated diat dieir agency relationship widi die tribe(s) in the 
district was good. The reasons cited for ti"- uality of die relationship were related to die 
consistent presence of VR on the reser/atit t :ctive involvement with tribal social service 
agencies, especially the tribal education def -Jtment, mental healdi, or me reservation 
alcohol and drug treatment agency, usudly under mental healdi or IHS. Use of indigenous 
liaison personnel, including rehabilitation technicians, counselor's aids, JTPA staff, and 
educators or mental healdi staff, was considered instrumental in increasing visibility and 
trust. Five district managers indicated diat relations widi social service personnel were 
more fruitful dian widi tribal councils. Seven warned against unnecessary governmental 
interaction, suggesting diat VR seek to establish a non-partisan, educationsJ.presence. In 
two of die three Indian VR projects, district VR personnel participate in an advisory 
capacity. 

The three district managers reporting a fair relationship indicated increased 
communication and education efforts were necessary on bodi sides, but tiiat a history of 
limited success in spite of a consistent VR effort wis die reason for less than adequate tribal 
-VR relationships. One respondent indicated diat die traditional VR model will not w jrk 
due to 'Jie limited understanding and motivation of die Vidian clients and limited 
employment opportunities on the reservation. 

Question 6 What kinds of cooperative efforts have occurred in f \e past between 
the State VR and tribes or tribal organizations? 

O ,.y 162 

ERJC ^.f 178 



Eleven respondents reported that cooperative efforts arc central in current service 
delivery appioaches for Indian clients, and will be important in improving service delivery. 
Cooperative efforts include State VR-tribe and interagency cooperation. Cooperative 
efforts between the State VR and the tribe include use of tribal owned facilities by the VR, 
and refcnal assistance from tribal educational departments and mental healtii services. 
State-tribal cooperation evidenced in the development of training programs on or near tiie 
reservation was reported by three respondents. Four respondents indicated active 
participaticxi in Section 130 proposal development by tribes in tiieir districts. 

Seven respondents reported tiiat cooperative efforts arc successful when individual 
commitment exists on tiie part of VR and tribal personnel. A sheltered workshop and 
active disabled advocacy group were established on one reservation as a result of 
cooperative efforts. Alcoholics Anonymous groups on reservations resulted ftom State- 
tribe cooperation. Cooperative efforts, report three respondents, enables VR efforts to be 
tailored more appropriately to the needs and circumstances on the reservation. 

Interagency relations vary, according to the respondents. Seven cited regular 
contact with IHS. Descriptions of the State VR-IHS relationships ranged from cooperative 
to routine sharing of information. Cooperation and communication witii tribal social 
services was indicated by eight respondents as important for identifying clients and 
educating tiie tribe about VR. Consistent presence knd effat over time is necessary to 
develop dependable, cooperative efforts. 



Question 7 How woidd you facilitate increased coopercuion and communication 
with tribal organizations in order to improve VR services to Indians? 
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In answering this question most respondents reported on past successful 
experiences and current or planned efforts of their agencies. Ten respondents indicated that 
a very consistent presence on the reservation is requii>wi to facilitate cooperation and 
communication, as well as more effective outreach efforts, which would incrf^Tie trust and, 
therefore, confidence, which in turn would facilitate more rapport between the State VR 
and the tribes. In addition, the respondents reported that ideally one counselor would serve 
a reservation, snd that trust be established over time at tiie service delivery level Five 
respondents reported more tiian ten years serving tribes in tiieir district; tiiey report good 
rapport and depend on tribal assistance. 

Tiie establishment of liaison relationships which facilitate improved State VR-tribal 
communication is considered important by nine respondents; Liaison personnel include a 
variety of individuals, such as resource persons in otiier social service (igencies which 
serve tiie reservation, a paraprofessiond hired to work on tiie reservation in a part-time or 
full-time capacity, a tribal member working out of a district VR office, or an influential 
tribal member. Nine respondents cited tiie importance of having American Indians on staff 
or in liaison positions. But tiu'ee respondents noted tiiat problems had occurred in tiieir 
district when a member of one tribe was sent to work with a different tribe. 

Six respondents reported tiiat formal, agreements have been established between 
tiieir agency and tribes. Four otiier respondents indicated plans to develop formal 
agreements to increase understanding on botii sides and clearly define tiie role and 
responsibilities of 'V^. 
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Six respondents reported that increasing crmmunication must precede cooperative 
efforts* Qne^respondent indicated Aat positive results in his district did not occur until a 
counselor had spent over two years of consistent effort and presence on the reservation. 
Tribal government instabili^, reported by seven respondents, make the development of 
stable relationships at the governmental level difficult 



Question 8 What in-service traimng relative to Indian cultures and VR needs lias 
been conducted/or your stcffwhick serve Indian clients? 

Response Type No, Responding 

None 2 

VR in-service with culmral 

orientation i 

Traimng conducted by tribe L 



Nine respondents indicated that the State VR conducted no special in-service for 
counselors serving Indian clients. Four out of the nine "no" respondents indicated that the 
criteria for hiring a counselor to serve reservation clients r previous reservation experience. 
Three respondents reported that cultural orientations and stiiF development programs are 
conducted in all district offices serving reservations. In one district the trib^ education 
department conducts workshops for all non-Indian social service providers, which cover 
customs, culture, and history. 



Question 8 J Do you feel there is a need for in-serAce training in this 
area? 

Res ponse Type No. Responding 

Yes _Z 
No, would not hire counselor 

without reservation experience 4 

No 2 



Eleven respondents indicated that orientation to and sensitivity of cultural 
differences and special needs and problems of reservation Indians would and/or does 
benefit VR staff serving Indian clients. Seven of the eleven respondents indicated that this 
should be covered in special in-service programs; four respondents indicated that a 
prerequesite for working with reservation clients is previous reservation experience. Two 
respondents indicated that no in-service specifically targeting Indian issues is necessary. 
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Question 82 



Have you requested input from tribes in developing training 
and in-servicefor staff serving Indian clients? 



Yes 
No 

Tribe has own program for 
VR counselors 



Question 83 Are cooperative training programs which include both Indian 
representatives ofid your staff-to increase interaction and 
understanding on both sides-planned for the future? 

Response Typ? U.'^. - iesponding 

Yes z 

No 4 

Would be a good idea, 

will recommend 7 



Two of the thirteen respondents reported that efforts have been made to develop 
cooperative programs for VR staff and tribal representatives to increase mutual 
understanding and communication. An additional seven respondents indicated that this was 
a positive option and will consider recommending it for their agency. 

Relationship Betwcftn American India n Popniarinn Characteristics 
and State VR Ayencv Policies and Activities 

A statistical analysis was conducted to determine if demographic characteristics of 
the States' Indian populations was found to be related to response choices by the State 
directors or designees. The responses reflected the States' policies and current program 
activities related to providing VR services to Indian clients. In the statistical analysis, three 
tests were used to determine if a relatir iship exists. As indicated in Table 2, several 
bivariate relationships turned out to be statistically significant (using the customary 
maximum alpha-level cutoff of .05, common in social science research). Results of the 
three correlations applied across to all the relationships are in Appendix E-2. 

A significant direct (positive) association was found between total American Indian 
population and staff responsibility. That is, higher Indian populations for. the state are 
associated with the designation of a program specialist or liaison person responsible for 
exanuning current levels of service to American Indians and implementmg changes 
identified in the 1986 amendments. Total population is positively associated with priorir^ 
level of impri>ving VR services to American Indians. The next significant association in tiie 
data set is between identification of staff responsibility and the number of recognized tribes. 
As with the population variable, tho designation of staff responsibility is positively 
associated with the number of recognized tribes. The final two relati.o.:ships deal with the 
number of reservations in the state. It is positively and directiy associated with the priority 
to improve rehabilitation services to American Indians as reported by the State directors, 
and the strategies identified for consultation with tribal entities. A greater number of tribes 



within a state is associated with the tendency to consuh with inter-tribal councils or 
invitation to all tribes to attend statewide public hearings. A fewer number of tribes is 
associated with individual State consultation with individual tribes. 



Relationship Between American InUian Population Characteristics 
and State VR Agency Policies and Activities'^ 





Designation of staff 1 
responsibility 


Priority of improving 2 
VR service to Indians 


Consultation 3 
approach 


Preferred^ 
strategy 


Totallndian 
Population 


+ 


+ 


0 


0 


Percent of State 
Population 


0 


0 


0 


0 


Number of 
Recognized Tribes 


+ 


+ 


+ 


0 


Urban or Rural 
residence of nmjority 
of States Indian 
Population 


0 


0 


0 


0 



*. + indicates significant relationship found. 
0 indicates no relationship found. 



1 . Question 4 - Has a staff person been designated as responsible for addi. ^sing legislative changes related 

to /jnerican Indianr? Yes No 

2. Question 5 - In establishing initiatives for your State, how would you rank improving/expanding VR 

services to Indians in your service priorities? ^High Medium Low 

3. Question 6.2- What do you plan to do in response to the requirement to "actively consult" with tribes 

and tribal organizations on State Plan? 

4. Question 7 - Which do you think is the best strategy to improving^ncreasing VR service to 

reservation-based Indians? 

a) building VR services for Indians within existing State structures, or 

b) helping tribes secure funding for creating tribally administered programs, or 

c) combination of above-tribal programs operating in conjunctiOii with existing 
services. 
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Indian VR Project Director Ouestionnfliro^ 



Indian VR project directors were asked to describe current relationships with the 
State VR, and coopemtive eSforts with the State VR and other service providers in case 
managenjent, staff training, and coordination of services* Tlie questionnaire was designed 
to assess from the perspective of project directors the changes in VR serv*^ delivery to 
tribal members on their reservation since implementation of the iidian VR project 
BairiCTS to VR service delivery to reservation Indians and strategies to remove or overcome 
barriers were also addressed Each project is responding to a singular goal-the 
establishment of a VR program on the reservation addressing the special needs and 
problems of Indians witii disabilities. The projects are serving a client population which 
has traditionally been difficult to identify and serve. 

Three fadian VR projects woe funded in FY 87 undci Section 130. These projects 
present three distinct models of VR projects designed for in5)lementation on the 
reservation, specifically created for increasing access and availability of VR SCTvices for 
Indians with disabilities residing on the reservation. The three Indian VR projects are : (1) 
Navajo Vocational Rehabilitation Project (Arizona); (2) Fort Hall Vocational Rehabilitation 
Project (Idaho); and die Rocky Boy Vocational Rehabilitation Project (Montana). 

The Navajo Reservation is the largest in die United States witii a total population of 
over 160,000 people. The Navajo VR Project (NVRP) which has been in operation for 12 
years provides a full range ot VR services. In 1985 NVRP served over 502 clients (tiiis 
includes all active cases and tiiose in ext^ded evaluation), including 50% who were 
individuals with severe handicapping conditions. The scope of the project and length of 
time since inception makes NVRP the oldest Indian VR project and represents a model of a 
large VR agency developed in context of Navajo values, customs, and culture, which 
works in close communication and cooperation widi three State VR agencies (Arizona, 
New Mexico, and Utah), and tiuree Regional RSA offices (Regions 6, 8, 9)* 

The Fort Hall VR project in Idaho is in its first year of operation. The reservation 
population is 3,655. There are cunentiy 55 active clients, and an additional 55 clients in 
applicant status. Fort Kali is 10 miles from the neai'est VR district office. 

The Rocky Boy VR project in Montana started in late 1985. The reservation 
populauon is 2,484. The program focuses on t'-aining programs at the community college 
on the reservation. Since inception 39 clients have been served, while 16 are currentiy 
enrolled in training. Forty clients are cunentiy in applicant status. 

State VR administrators in states with Indian VR projects were asked to comment 
on die relationship between.tiie State VRandJndian VP. project, as well.as.the nature of 
communications and ccoperatipn which has taken place and/or is planned for the future. 
Given that there are no precedents for such a relationship, die relationships between each 
Indian VR project and die State VR have developed independentiy and differentiy. Many 
factors have influenced thiL, such as size of Indian population served by ^b'^ project, die 
history of VR service delivery to the reservation, past cooperative efforts, and resources 
available on or near each reservation. 
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Question 1 How have VR services to Indian people changed since 

implementation of the India^i VR project on your reservation? 

The three project directors cited positive results since project implementation. Then: 
comments included the following: 

L Services are localized on the reservation and provided on a mil time basis. 

2. More training is available on the reservation. 

3. In spite of economic conditions, n^ore efforts are made to place clients on the 
reservation. 

4. Travel and language barriers are addressed with an on-reservation project. 

5. Services are provided by Indian people. 

6. More American Indians on the three reservations are receiving VR services. 

Question 2 What was the nature and extent of State VR input into the 
development of your Indian VR project? 



The amount and nature of State VR input into the development of Indian VR 
projects varied ac^o^^s the proje ^ts. Establishmem grant ximding through the State of 
Arizona was provided to NVRP before Section 130 funding became available. Arizona VR 
input into the development of NVTIP v;'as extensi ^e, NVRP has the longest history and has 
developed a positive and cooperative relationship with State VR agencies in three states. 
The Idaho VR district manager was consulted during the development of the proposal at 
Fort Hall and currentiy acts in a advisory capacity. The Montana ctistrict manager in Havre, 
Montana, acted in an advisory capacity during project implementation at Rocky Boy. Fort 
Hall and Rocky Boy are in their first year of operation. The respondents reported that 
relationships with the State VR must still be defined and developed. All Indian VR 
agencies suggested that the State can assist their service delivery by providing and sharing 
in-seivice training and technical assistance. Cooperative relationships are perceived by all 

Indian VR projects as essential to their success and in:5)ortant.in assuring.tiiat their. „ 

reservation v/ill be served with • foil range of VR services. 



Question 3 How far is your tribe from the nearest State VR counselor's 
office? 




Responses ranged from 10-180 miles. Thus, distances are often great, and the 
project directors of Rocky Boy and Navajo indicated that winter conditions made traveling 
extremely difficult. T anspcrtation had previously been a barrier for these reservations. 
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Question 4 Describeyour on-going contacts with the State VR. 



Again with 10 years of history NVRP has extensive and consistent interaction with 
the Arizona, New Mexico, .and Utah State VR agencies at the '-entral and district levels, and 
three RSA regional offices as well Rocky Boy and Fort Hall reported that most of their 
contacts were at the district office level The Idaho State VR entered mto a cooperative 
agreement with the Shoshone-Bannock Tribe to provide rehabilitation assistance. 



Question 5. Have you been contacted or consulted yet by State VR personnel 
regarding the new legislation? 

Response Type 

Yes 

No _2. 

Total 3 

Regarding the State Plan? 

Yes 7 

No _2 

Total 3 



NVRP has been in contact with the Arizona State VR and a meeting with ;he 
administrator is schediUed Both Montana and Idaho VR plan to meet and consult with 
tribes regarding the State Plan. 



Question 6 Have you initi.ated contact with the State VR regarding legislative 
changes related to ""R services for Indians?" ■ 



Fespons? Types No. Responding 

Yes _i 
No _Q_ 

Total 3 
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Question 6.1 What strategies do you recommend to the State for facilitating 
tribal involvement in the development of State Plan? 



All three project directors have contacted the State VR concerning the legislation. 
Strategies suggested for facilitating" tribal involvement in State Plan development include: 

I Appointment of a liaison position at the State office responsible for overseeing 
planning and compliance with legislation. 

2. Concerted efforts by the State to increase communication, wh^*re necessary. 

3. Developing technical assistance for both sides; including in-service for State VR 
and tribe together to develop communication mechanisn^ and trust, and to discuss 
VR in the context of Indian culture and Indian reservations. 



Question 7 What do you think is the best strategy for improving/increasing 
VR services to reservation Indians? 

Response Types . No. Responding 

Building VR services for Indians 

within existing State structure d 

Securing funding for creating tribalty 

administered VR programs 2 

Combination of above, tribal programs 

operating in conjunction with existing services 2 

Total _4 



One project director indicated that both securing funding for independent Indian VR 
projects and a combination of tribal programs operated in conjunction with the State VR 
were positive options. 

.\11 project directors reported that they seek to establish projects which operate to 
address the special needs of reservation Indians, and thus assert the need for independent 
administrative control, but seek guidance and assistance fipom the State VR. NVRP has 
developed a functional working relationship, maintaining its independence while working 
in conjunction with the State VR in many areas, such as training, evaluation, technical 
assistance, and information management Fort Hall and Rocky Boy reported that they have 
yet to establish the parameters of Sieir working relationships and cooperation with State 
agencies, while maintaining their independent status. 
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Question 8 If an Indian is a member of a tribe with its own VR project, is 
he/she eligible for State VR services? 



All project directors reported that members of their tribe may still apply for VR 
services throu^ the State agency. The decision is up to the mdividual. Since project 
implementation, the State VR counselors no longer visit the reservations on a regular basis. 



Question 9 Are there any formal or irformal arrangements for cooperation with 
the State VR when a client of an Indian VR project requires 
assistance or counseling off-reservation? 



The project directors reported that courtesy counseling is provided by the State VR 
agency for Indian VR project clients, as needed, similar to serving a VR client from another 
state. Courtesy counseling is not intended to become a formal or long term relationship, 
but rather is relied on in crises or for short term problems. Fort Hall has some shared 
clients with the Idaho VR agency. 



Question 9.1 What State VR services do your clients participate in? 



NVRP and Fort Hall indicated that their clients participate in State-provided 
evaluation and training programs. Rocky Boy reported that they are seeking tc A^ork 
toward a cooperative agreement witii tiie State VR to participate in some state services. 



Question 10 Is an Indian from a different tribe or reservation eligible to be 
served by your VR project? 

Response Type No, Responding 

Yes _i 

No _a 

Total 3 



Question 10.1 What is the Criteria for Eligibility? 



Fort Hall's eligibility requirements state that an individual must live within the 
boundaries of the reservation, must be enrolled in a federally recognized tribe, and meet the 
eligibility requirements for VR. Rocky Boy requires reservation residence and eligibility 
for VR. NVRP.renuires that an individual meet VR eligibility requireu.ents. 
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Question 11 Are your services comparable to those provided by the State VR? 



The respondents reported differences across projects regarding their comparability 
to the State VR. NVRP offars a full range of VR services including dagnostic evaluation, 
counseling, training, placement, and follow-up* Most medical services are covered under 
IHS funding* NVRP h5*> offices at several locations on the reservation, and is more 
accessible on a regular basis than were the State VR services* In some areas NVRP is 
unable to provide compmble services with additional funding necessary for independent 
living projects and in-service training* 

Rocky Boy has a small scale program and at this time does not attempt to provide a 
full range of VR services vo all eligible clients* It has focused its efforts on developing a 
broad-based training program at a community college on the reservation* The program 
seeks to ptovide ev^uation, counseling, training, and facilitates the provision of some 
medical r; storation, but is unable to provide independent living, or supplemental 
employment Roclc/ Boy targeted one service provision strategy, for tiie early stage of 
project implementation^ to provide a high quality, comprehensive program to one client 
population* It is unable to serve the most severely disabled within the current project 
orientation* 

Fort Hall has developed a small program providing a full j^'ange of VR services 
within its limited funding* Since its inception it has made several program modifications 
which evidence strong commitment to the development of a fiill service VR agency* 



Question 12 Whatareyour staff" training needs? 



Project directors indicated that participation in State VR training and ir service 
would be valuable for their staff* All respondents indicated that some training and in- 
service should be conducted on the reservation, provided by the State VR* The topical 
areas identified indicated the projects are seeking to address the following issues: 

1* mental illness 

2* motivating clients 

3* dealing with anger 

4* learning disabilities ...... 

5* back injuries and pain 
6* alcoholism 
7* networking 

8* developing individualized plans 
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Question 12.1 Does your staff participate in State VR training/in-service 

program? Does the State VR offer training/in-service for your 
stfffon your reservation? 

NVRP and Fott Hall stafif participate in some State VR training and staff 
development Rocky Boy reported that they seek to establish a cooperative agreement 
which includes participation in State VR training or in-service. No training or in-service 
are currently offered by the State VR on the reservations. 

Question 13 What support/commitment to your project are you currently 
receiving from your tribal government? 



All project directors reported receiving strong support and commitment from their 
tribal leadersliip. This is evidenced by the commitment of funds and resources, affirmative 
action commitment,, and construction of ramps for accessibility to reservation facilities. 
TTie Navajo Tribal Council has established a trust fund for handicapped people. The 
directors reported that the presence of the project on the reservations has increased 
awareness of VR and of dif ibling conditions. The tribal councils' level of commitment to 
and investment in the success of the projects is pc reived by the project directors to be 
high. 



Question 14a. What barriers or obstacles are you aware of to improvingi 
increasing VR services to Indians? 



Questio: 14b. Have you any ideas about how to remove or overcome barriers 
or obstacles to improving/increasing VR services to American 
Indians? 



The lack of job opportunities on or near the reservation was cited by all project 
directors as a major barrier to successful vocational rehabilitation of Indian clients. They 
reported that the promotion of economic development which would stimulate creation of 
jobs is essential, since unemployment on the reservations run from 30% to 60%. It was 
also reported that the lack of transportation affects.disabled Indians' ability to meet 
appointments, as well as participate in training programs off the reservation. Residential 
training facilities on or near the reservation would help. All project directors believe the use 
of Indian VR counselors to serve Indian clients has multiple benefits, including sensitivity 
to and identification with customs, culture, language, and life on the reservation. The 
presence of an Indian VR Project on the reservation on a frill time basis increases the 
visibility of VR and better understanding among the tribe of handicapping conditions, so 
that vocational rehabilitation assumes a more central and important role in tribal life. 
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Question 14c. What new opportunities does the legislation create for your tribe? 



The directors reported that the legislation provided an opportunity for all Indian VR 
projects to obtain funding through Section 130* Lidian VR pi^ jects provide the 
opportunity for a tribe to develop VR services within a culturally appropriate context for 
their disabled tribal members, a population which has in most states been underserved. 
The thifee currently funded projects are different in size and scoi>e» The directors reported 
that their Indian VR projects were created independently with no ongoing models available 
for direction* Each has evolved since inception and changed through self assessment and 
in response to community needs. Project directors see their programs as models for future 
Indian VR projects. 



Question 15 What resources and/or information would be helpful to you, and 
possibly other tribes, dating the early state of planning and 
implementing the new legislation? 



All project directors indicated that a wide range of State VR training and.in-service 
programs for their staff would be beneficial. Respondents mentioned VR related issues, 
such as intake, counseling individuals with multiple disabilities, IWRP development and 
medical topics addressing disability, treatment, major illnesses, and emotional and 
psychological disabilities. Also the directors reported that an important part of staff 
development is in-service programs addressing special problems affecting American 
Indians, especially alcoholism and drug abuse. The Indian VR project directors indicated 
fliat they each seek greater cooperation and involvement with the State VR in development 
of and participation in relevant in-service and staff development programs. 

The three Indian project directors each reported that Indian tribes which apply for 
vocational rehabilitation service grants should consult extensively with the State VR agency 
to be sure the program is comparable in quality and scope and to define staff training needs. 
Indian VR project dbictors indicated that they will need to rely on some State VR 
assistance to provide a full range of VR services to individuals in their community who arc 
disabled. 

The Indian VR projects directors reported many potential sources for technical 
assistance: RSA, State VR,IHS, and the Research and Training Center. They view their 
projects as models and indicated that tiiey have much experience to share with new Indi an 
VR projects, as well as with State VR agencies. &i response to this question the directors 
offered to share their ^experiences fix)m tiHe development of their VR projects, their 
perceptions of barriers to serving Indian people, and suggestions for improving \' R service 
to reservation Indians with other VR agencies. 
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Sumniarv 



In this section the nature and extent of cooperative efforts was examined through an 
assessment of current policies, strategies, and activities of State VR and Blind Services 
agencies in relation to the provision of services to American Indians with disabilities^ 
Three groups of respondents participated in three sets of structured interviews: (1) State 
VR and Blind Services agency administrator and/or their designees in 27 states with 
significant Indian poprJations; (2) District VR managers representing a sample of districts 
which serve reservation Indians in the identified states; and (3) Indian VR project directors. 

Specific issues addressed by the State adtainistrators include current or past special 
efforts aimed at improving VR service to American Indians, planning activities related to 
consultation with tribes in the development of the Slate Plan, perceived barriers to serving 
American Indians and solution strategies for removing or reducing the barriers. District VR 
managers responded to questions addressing service deliverj' issues, such as outreach 
efforts^, staff training, establishing relationships and facilitating communication and 
cooperation with tribes and other social service agencies, and special problems encountered 
in serving Itodian clients. Indian VR project directors focused their responses on changes 
in VR service delivery to their reservations since project implementation, and the 
relationship and extent of cooperation with State and district VR personiel and programs. 

State Administrators 

The State VR and Blind Service agency administrators or designees reported that 
their agencies are aware of tiie 1986 amendments to the Rehabilitation Act and are 
developing strategies and policies to respond in the context of tiieir total VR programming 
needs. The importance of the issue varied across the respondents. Responses differed 
across States due to many factors, some of which are total Indian population, number of 
ri^cognized tribes, residency patterns of Indian populations, experience in previous efforts 
to serve reservations, and organization and efforts of otiier advocacy groups. 

Cooperative agreements had been established or were planned in ten states. 
Respondents supporting cooperative agreements reported that the respective roles and 
expectations are defined, creating a binding relationship between the State VR and the tribe. 
Varying degrees of success of special initiatives were reported. Successful initiatives were 
reported where relationships with resource persons on the reservation were established. 
That relationship is usuallv imtiated by a district staff person. Individual site-specific 
efforts developed on a smail scale with the support of the tribal liaison or resource person 
and tailored to the needs and circumstances on the reservation were reported as most 
successful over time for improving vocational rehabilitation services to American Indians 
with disabilities. 

Development of employment opportunities on or near the reservation was cited by 
respondents of the three respondent groups to be central and necessary to improving znd 
increasing VR services to American Indians with disabilities. The respondents indicated 
that some alternatives to relocation and competitive employment must be developed The 
builduig trades training program, funded under JTPA, operating in conjunction with a ' 
federal housing grant to builJ homes on one reservation is a good model, enabling training 
and placement on the reservation. Such a program may provide a link between 
unemployment and competitive employment 

Half the respondents reported that staff responsibility to coordinate planning and 
implementation efforts in response to the amendments had been designated. The reasons 
supporting staff desigr tion included the need to identify centralized responsibility for 
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increasing communication with the tribes within the State, and as evidence of commitment 
to improving VR service delivery to American Indians. One-fourth of the respondents 
indicated that central staff responsibility was not necessary, but that increased field staff 
responsibility is necessary* 

Half of the respondents reported that their agency had not made plans to meet 
independently widi cither individual tribes or inter-tribal councils, but had invited Indian 
tribes to testify at public hearings Leld throughout the State* Respondents indicated results 
were poor thus far, and added that in the past Indians had not participated in such a forum. 
Cbmmen«; by the respondents suggested it was not an effective vehicle for increasing State 
VR-tribe communication, but nevertheless half of the respondents indicated their agency 
would rely on public hearings to solicit input ftom all consumer groups ir* the development 
of the State plan* Ten : ^spondents indicated that tiieir agency would consult with 
individual tribes in tiie State; eight agencies in states witii a large nimiber of tribes plan to 
consult witii the inter-tribal council comprised of representatives from each tribe* 

Sixty percent of the respondents representing agencies which planned to consult 
with tribes or tribal organizations indicated that consultation is most apprr priately and 
effectively conducted by tiie counselors who serve reservation* Forty pc: ient of the 
respondents reported consultation would be initiated by the State VR central office* Half 
the respondents indicated tiiat the lack of stability of tribal leaqership makes identification of 
leadership difficult and is a barrier to vit establishment of staole lon^-term relationships* 
Cooperative agreements have been compromised in some districts by a change of tribal 
government 

Most respondents were aware of some barriers to serving Indian clients* The most 
commonly mentioned barrier was lack of employment opportunity on the reservation* 
Suggestions for removing or decreasing barriers or obstacles focused on tiie following: 

1* Facilitate development of employment opportunities for Indians with disabilities 
on or near the reservation* 

2* Increase sensitivity of VR staff to cultural differences* 

3. Establish a relationship between State VR and reservation resource/liaison 
individual to facilitate improved communication mechanisms with the tribe* 

4* Improve interagency communication, cooperation, and coordination in order to 
develop a comprehensive approach to VR service delivery* 

5* Provide as many services as possible on the reservation* 

Respondents reported mJxed reactions to Part D, Section 130, vocational 
rehabilitation service .grants* The special project funding to establish Indian VR projects is 
viewed by one-fourth of tiie respondents as an opportunity to improve VR services to 
Anierican Indians with tiie establishment of on-reservation programs, developed on the 
basis of local needs and circumstances* These respondents viewed tiiis as a positive 
opportunity for tiie tribe and for the State VR* Three-fourtiis of tiie respondents are not 
supportive of tiie separate funding or are reserving judgment until interpretations of tiie 
State VR role and responsibility relative to Indian VR projects is clarified* Most 
respondents look to the RS A Regional Office during tiie planning stage for technical 
assistance and interpretation of the amendments and regulations* 
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District Managers 



The interview with the thirteen VR district managers provided infonnation at the 
service delivcxy level on current activities and experienced perspectives fiom individuals 
who serve reservation clients. All districts selected for the sample included significant 
Indian populations and reservations- The majority of the district managers emphasized that 
the quality and longevity of the State VR-tribc relationship was closely related to successful 
efforts on the reservation. 

The respondents agreed that a liaison person plays an important role in increasing 
the acceptance and trust of State VR personnel The majority of the districts have identified 
or hired liaison personnel, iii an official VR function or in conjunction with IHS, tribal 
education department, mental health services, alcohol and drag treatment center, or JTPA, 
Liaison personnel assist in identification and refenal of clients and act to interface between 
the tribe and the Sta.: VR, 

The district managers reported that dependable relationships with resource people 
on the reservation were central in their successful efforts, but most had determined through 
experience that VR should seek to develop an educational, nuher than political presence on 
the reservation. Relations with tribal councils were formal, interacting when invited or 
when introducing an initiative or cooperative agreement proposal- Frequent changes in 
tribal governments make establishment of long terai governmental relationships ditxlcult. 

It was significant that all respondents reported that the costs of rehabilitation are 
lower for Indian clients, indicating that a barrier to increasing or improving services to 
Indian people is not insufficient fonding sources. Barriers arc cultural, institutional, 
geographic.isolation, and limited availability of VR services which often require client 
relocation off the reservation for continuation in VR, 

Ten of the thirteen district managers reported that reservations in their service area 
are served on an itinerant basis, Indian clients must fit into a schedule of service on one or 
two days a month. Many district managers mdicated that similar cirumstances confront 
most rural clients, but agree that the cultural differences add difficulty to serving Indian 
clients within a rigid and infrequent service schedule. Access is limited, therefore, by the 
limited availability of the counselors on the reservation. The present j of an identifiable 
liaison on the reservation would increase the potential for contact and assistance here. 

High unemployment on the reservation was reported by all respondents as the 
greatest deteirent to successful VR services to reservation clients. Most individuals 
experienced in serving reservation Indians agree that relocation for training and placement 
has other asLxiated problems,^ but unless economic, activity can be generated on or near the 
reservation, tiiere are not enough employment opportunities to place all eligible clients on 
the reservation, even with self employment and other alternatives to competitive 
employment. Economic development on or near the reservation, according to the district 
managers, is the key, and must occur in tandem with other positive efforts in order to 
improve services to Indians who are disabled residing on reservations. With training and 
employment opportunities on the reservation, some of the cultural, linguistic, and 
geographic barriers could be decreased, 

Indian VR Project Directors 

todian VR p;oject directors indicated that the lack of access to and/or participation in 
VR services by their tribal members influenced the development of an Indian VR project, 
A major strategy for implementation was reported to be the hiring of Indian staff to facilitate 
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the provision of VR services in a context of familiar values, custonis, and cubire to 
American Indians with disabilities on their itservadon* 

The Indian VR project directors reported that th'^ implementation of the VR Indian 
projects has rcsudtcd in a full tin*e VR presence on the rcsci vation and an mcrease in the 
number of Indian clients served. However, a lack of training and employment opportunity 
on or near the reservation was reported to continue to exist 

Indian VT project directors reported varying degrees of communication and 
cooperation witii the State VR agency^ Assistance was provided at die State and district 
level for NVRP and at die district level to die Fort Hall VR project and the Rocky Boy 
project Given the recent implementation of the Fort Hall and Rocky Boy projects, 
additional interaction and communication may mcrease familiarity and rapport* Hie State 
VR directors indicated a need existed for direction from die Indian VR project regarding 
assistance and involvement from die State VR widi die projects* 

State VR administrators indicated that die presence of an Indian VR project in die 
State is a positive opportunity, a chance to address the service delivery barriers with 
different, mon? culturally appropriate service strategies* But widi Fort HaU and Rocky 
Boy, more time is required in order to measure the effects on service delivery and to 
determine the approjmatc role of the State VR in service delivery responsibilities on those 
reservations* 

Staff development and in-service training were cited by the project directors as 
important priorities and essential to providing services comparable to the State VR agency* 
Indian VR project dkccf trs indicated diat ideally project staff would participate in State VR 
training programs, and, Li-'^tionally, die State would provide in-service on die reservation 
targeiliig topics specifically rtu vant to serving American Indian clients* 
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Executive Summary of the study findings, recommendations and conclusions, and future 
research needs* Voliunc n consists of five individual study reports, representing the data, 
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Appendix B-1 

Projected Frequency of American Indians in Each Category in Eacli State 
and Total Projected American Indian EnroUment in Each State 
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Appendix B>1 (Continued) 

Projected Frequency of American Indians in Each Category in Each State* 
and Total Projected American Indian Enrollment in Each State 
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Appendix B-2 



Numbers of Students in BIA Schools in Each State* in Each Handicapping 
Condition and Total Number Enrolled in Each State. 



State N 





MK 


\Aj 


obD 


MH 


TTT 


VI 


Ul 


OHl 


CT 

ol 


RH 


Tot En< 




OA 


yoi 


CI 

Dl 


00 


c 

5 


2 


3 


1 n 


521 


26 


12,712 


La 


A 

u 


1 Q 

lo 


a 
J 


A 

U 


A 
U 


A 
U 


A 
U 


A 
U 


A 

0 


A 
0 


592 


UT 


1 


lo 


A 

u 


A 
U 


A 
U 




A 
0 


A 
0 


A 
0 




1 AA 

100 


TTl 

JJU 


L 


1 c 

ID 


Z 


A 
U 


A 
U 


A 
U 


A 
0 


A 
0 


c. 
0 


0 


93 


TA 


U 


D 


1 


A 
U 


A 
U 


A 
U 


A 
0 


A 
0 


5 


A 

0 


74 


Mo 


1 c 

ID 




A 
U 


J 


L 


1 
1 


2 


1 


lie 

115 


A 


1,126 


Mb 


Q 

o 


1 Q 

lo 


D 


1 

1 


A 
U 


1 
1 


A 
0 


A 
0 


9 


A 


316 


MN 


1 


185 


9 


0 


0 


0 


0 


11 


47 


0 


600 


MU 


J 




1 




U 


u 


U 


U 


29 


0 


340 


NM 


123 


831 


35 


58 


6 


4 


8 


4 


373 


8 


8,693 


NC 


17 


63 


7 


3 


2 


0 


4 


1 


44 


0 


946 


ND 


40 


190 


45 


10 


1 


0 


0 


0 


347 


0 


3,346 


OK 


12 


50 


1 


0 


0 


0 


0 


0 


25 


0 


590 


OR 


15 


46 


2 


2 


0 


0 


1 


5 


60 


3 


557 


SD 


79 


806 


83 


2 


3 


0 


8 


16 


813 


0 


9,119 


UT 


3 


37 


2 


0 


0 


0 


0 


0 


23 


0 


225 


WA 


8 


28 


2 


6 


1 


0 


0 


1 


27 


0 


267 


WI 


3 


54 


14 


0 


0 


0 


0 


0 


39 


0 


304 


WY 


0 


26 


0 


0 


0 


0 


0 


0 


26 


0 


322 



* Calculated by the authors using data supplied by BIA. This data pennits duplicated 
count of students in categories of speech impaired and residential handicapped. 
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Appendix B-3 

Percentages of Various Minority Groups in 1978 and 1984 
Projected* by OCR as Handicapped Across All States 



Category 


Am. Ind. 
% 


Asiait 
% 


Hisp. 

% 


Blacks 
% 


White 
% 


Percentage 
of all 
students 
% 


Total 
1978 
1984 


.79 
.92 


1.42 
2.52 


6.75 
9.12 


15.72 
16.19 


75.32 
71.24 


100.00 
100.00 


Percentage 
EMR 

1978 

1984 


in Special Education Program 

1.73 .37 .98 
1.36 .31 1.15 


3.46 
?..09 


1.07 
1.00 


1.43 
1.34 


TMR 
1978 
1984 


.23 
.27 


.15 
.18 


.24 
.27 


.39 
.39 


.19 
.21 


.23 
.24 


SI 

1978 
1984 


1.87 
2.46 


1.85 
173 


1.78 
1.96 


1.87 
2.40 


2.04 
2.69 


1.99 
2.55 


1978 
1984 


.33 
.51 


.10 
.12 


.29 
.36 


.50 
.85 


.29 
.57 


.32 
.59 


ID 
1978 
1984 


3.49 
5.18 


1.27 
1.61 


2.58 
4.46 


4.51 


2.32 
4.19 


2.51 
4.21 


Total % Hand. * 

1978 7.65 
1984 9.78 


3.74 
3.95 


5.87 
8.20 


8.45 
11.24 


5.91 
8.66 


6.28 
8.93 


Total % 
Increase 


2.13 


0.21 


2.33 


2.79 


2.75 


2.65 


♦Projected by OCR through use of weighted formula applied to survey results. 
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Appendix B-4 



Percentages'*' of Various Ethnic Groups Classifled 
as EMR in American Public Schools, 1984-1985 



State 




Asiaii 


Hisp. 


Black 


Min. 


White 


Alabajna 


1.86 


0.41 


0.60 


6.04 


5.91 


1.72 


Alaska 


0.45 


0.25 


0.27 


0.35 


0.39 


0.13 


ArizcHia 


0.86 


■0.43 


0.94 


2.51 


1.11 


0.60 


Aricaisas 


0.44 


0.68 


1.45 


5.30 


5.14 


1.46 


California 


030 


0.15 


0.33 


0.65 


037 


0.29 


Colorado 


0.63 


0.18 


0.88 


1.04 


0.85 


0.41 


Connecticut 


0.00 


0.18 


1.29 


1.86 


1.54 


0.S4 


Delaware 


0.00 


0.10 


131 


2.44 


1.43 


0.59 


DisL Columbia 


0.00 


0.00 


0.13 


0.85 


0.82 


0.13 


Florida 


020 


0.36 


0.59 


2.22 


1.68 


0.S4 


Georgia 


036 


033 


0.61 


2.61 


2.54 


0.77 


Hawaii 


0.00 


0.55 


0.73 


0.93 


0.57 


0.47 


Idaho 


1.80 


1.01 


"•.97 


1.73 


1.77 


1.00 


Illinois 


0.83 


031 


0.75 


2.50 


2.00 


1.11 


Indiana 


0.64 


0.33 


1.81 


4.29 


3.92 


1.61 


Iowa 


2.08 


0.58 


1.73 


4.25 


2.91 


1.68 


Kansas 


0.83 


024 


0.79 


2.66 


1.95 


0.94 


Kentucky 


1.35 


0.08 


0.50 


3.53 


3.40 


1.84 


Louisiana 


0.90 


0.14 


0.28 


2.11 


2.01 


0.62 


Maine 


3.07 


038 


0.95 


1.58 


1.06 


1.4S 


Maiyland 


0.38 


0.19 


0.25 


0.52 


0.49 


033 


Massachusetts 


020 


0.09 


0.24 


0.05 


0.12 


0.32 


Michigan 


1.10 


0.55 


0.87 


1.64 


1.58 


0.94 


Minnesota 


2.45 


0.75 


2.14 


4.24 


2.72 


Ul 


Mississippi 


0.52 


0.25 


0.61 


3.17 


3.16 


1.04 


Missouri 


0.99 


0.34 


1.02 


3.54 


3.37 


1.40 


Montana 


1.04 


0.71 


1.43 


1.56 


1.10 


0.60 


Nebraska 


2.76 


0.40 


2.25 


4.28 


3.48 


1.29 


Nevada 


0.65 


0.22 


0.51 


0.91 


0.68 


035 


New Hampshire 


0.00 


0.69 • 


0.97 


1.98 


1.23 


0.55 


New Jersey 


0.00 


0.18 


0.76 


0.92 


0.83 


0.33 


New Mexico 


1.14 


0.12 


0.76 


1.40 


0.83 


038 


NewYoric 


225 


0.71 


3.80 


4.93 


4.16 


2.00 


N. Carolina 


3.84 


0.41 


0.51 


3.45 


338 


0.81 


N. Dakota 


1.93 


0.59 


1.03 


0.53 


1.52 


1.19 


Ohio 


0.90 


0.70 


2.43 


3.41 


331 


231 


Oklahoma 


134 


0.18 


1.05 


3.85 


2.72 


1.25 


Oregon 


035 


0.25 


0.36 


0.71 


0.44 


038 


Pennsylvania 


2.65 


0.19 


2.05 


2.23 


2.13 


137 


Rhode Island 


1.29 


032 


6.45 


1.21 


0.82 


0.64 


S. Carolina 


334 


0.24 


0.21 


438 


4.29 


0^3 


S. Dakota 


2.08 


0.60 


1.07 


0.98 


1.67 


0.98 


Tennessee 


1.04 


031 


0.59 


2.72 


2.65 


132 


Texas 


037 


0.15 


0.69 


1.23 


0.83 


0.42 


Utah 


1.02 


0.60 


1.11 


1.81 


1.02 


0.55 


Vermont 


5.13 


038 


6.06 


2.84 


2.24 


1.65 


Vkginia 


0.83 


0.29 


0.46 


2.13 


1.84 


0.59 


Washington 


1.33. 


0.43 


1.09 


• 1.90 


1.15 


0.78 


W. Virgina 


0.00 


0.45 


0.43 


3.51 


3.21 


2.05 


Wisconsin 


1.19 


0.59 


1.21 


2.15 


1.89 


1.01 


Wyoming- 


0.54 


0.57 


0.79 


1.32 


0.80 


0.48 



* All percentages calculated firom reported ^DCR survey data« 
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Appendix B-5 



Percentage* of Various Ethnic Groups Classified 
as TMR in American Public Schools, 1984-1985 

State N.A. Asian Hisp. Black Min.** White 



AL 


0.34 


0.00 


0.40 


0.67 


0.66 


0 "^1 

\JtjL 


AK 


0.63 


0.08 


0.34 


0.33 


0.47 


0 94 


AZ 


0.42 


0.27 


0.35 


0.44 


0.37 


0 28 


AR 


0.00 


0.07 


0.18 


0.45 


0.44 


0 25 


CA 


0.07 


0.15 


0.24 


0.28 


0.23 


0 22 


CO 


0.14 


0.10 


0.28 


0.27 


0.26 


0 16 


CT 


0.00 


0.11 


0.48 


0.40 


041 


V/. JXi 


DE 


0.00 


0.52 


0.44 


0.64 


0.62 


0 40 


DC 


0.00 


0.29 


0.17 


0.35 


o!34 




FL 


0.46 


0.26 


0.36 


0.43 


0.41 


0 27 


GA 


0.00 


0.06 


0.20 


0.40 


0.39 


0 29 


HI 


0.00 


0.29 


0.14 


0.35 


0.29 


C 27 


ID 


0.43 


0.14 


0.33 


0.17 


0.31 


0.25 


IL 


0.24 


0.18 


0.14 


0.25 


0.22 


0.31 


IN 


0.00 


0.26 


0.37 


0.54 


0.52 


0.33 


lA 


0.30 


0.31 


0.31 


0.58 


0.46 


0 42 


KS 


0.38 


0.10 


0.31 


0.37 


0.33 


0.24 


KY 


0.00 


0.49 


0.25 


0.49 


0.48 


0.42 


LA 


0.18 


0.15 


0.28 


0.42 


0.41 


0 29 


ME 


0.61 


0.38 


0.00 


0.00 


0.25 


0.12 


MD 


0.77 


0.23 


0.23 


0.46 


0.44 


044 


MA 


0.00 


0.05 


0.07 


0.01 


0.03 


0 07 


MI 


0.13 


0.16 


0.38 


0.94 


0.89 


0 23 


MN 


0.45 


0.23 


3.06 


0.47 


0.69 


0.50 


MS 


0.52 


0.51 


0.00 


0.47 


0.47 


0 26 


MO 


0.00 


0.04 


0.00 


0.00 


0.01 


0.02 


MT 


0.38 


0.53 


0.71 


0.00 


0.42 


0.35 


NE 


0.39 


0.17 


0.53 


0.61 


0.55 


0.49 


NV 


0.09 


0.14 


0.32 


0.37 


0.30 


0.21 


NH 


0.00 


0.00 


0.19 


0.15 


0.11 


0.12 


NJ 


0.28 


0.16 


0.28 


0.28 


0.27 


0.18 


MM 


0.25 


0.18 


0.31 


0.26 


0.29 


0.23 


NY 


0.45 


0.12 


0.21 


0.22 


0.21 


0.16 


NC 


0.38 


0.17 


0.21 


0.51 


0.49 


0 30 


ND 


0.25 


0.59 


0.52 


0.36 


0.33 


0 34 


OH 


0.00 


0.02 


0.01 


0.05 


0.04 


0 04 


OK 


0.30 


0.25 


0.28 


0.55 


0.44 


0.36 


OR 


0.35 


0.12 


0.22 


0.09 


0.17 


0.18 


PA 


0.19 


o.n 


0.47 


0.33 


0.34 


0.20 


RI 


0.32 


0.12 


0.26 


0.48 


0.35 


0.33 


SC 


0.30 


0.08 


0.85 


0.54 


0.53 


0.30 


SD 


0.51 


0.45 


0.27 


0.20 


0.46 


0.26 


TN 


0.00 


0.22 


0.59 


0.51 


0.50 


0.24 


TX 


0.21 


0.14 


0.24 


0.25 


0.24 


0.20 


UT 


0.18 


0.15 


0.24 


0.16 


0.20 


0.13 


VT 


0.00 


0.00 


0.00 


0.00 


0.00 


0.35 


VA 


0.00 


0.19 


0.10 


0.43 


0.39 


0.27 


WA 


0.22 


0.09 


0.27 


0.16 


0.16 


0.15 


WV 


1.96 


0.34 


0.00 


0.49 


0.47 


0.34 


WI 


0.18 


0.20 


0.12 


0.05 


0.07 


0.26 


WY 


0.22 


0.19 


0.19 


0.63 


0.23 


0.18 



♦All percentages calculated by the authors bom OCR Survey results (reported data). 
**A1I minorities combined. 
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Appendix B«6 



Percentage* of Various Ethnic Groups Classifled as Speech 
Impaired in American Public Schools, 1984-1985 



State 


NA. 


Asian 


Hisp. 


Black 


Min.** 


White 


AL 


1.31 


1.85 


1.99 


237 


2.35 


2.77 


AK 


3.36 


2.08 


1.78 


2.28 


2.82 


2.2^* 


AZ 


1.56 


• 223 


2.10 


2.07 


2.03 


2.19 


AR 


133 


0.95 


3.82 


2.30 


2.28 


2.15 


CA 


1.70 


128 


1.92 


1.98 


1.82 


2.12 


CO 


0.77 


1.08 


1.40 


131 


1.33 


1.19 


CT 


0.69 


1.47 


2.15 


1.93 


1.98 


2.63 


DE 


2.02 


1.86 


2.51 


1.71 


!.77 


2.05 


DC 


0.00 


0.14 


1.06 


0.57 


0.58 


131 


FL 


139 


2.19 


1.72 


3.90 


3.20 


2.95 


GA 


1.82 


121 


1.79 


2.46 


2.43 


2.55 


HI 


0.47 


1.09 


1.89 


1.34 


1.12 


1.56 


ID 


236 


2.73 


2.49 


2.42 


2.50 


1.93 


IL 


3.79 


235 


128 


1.56 


1.53 


2.43 


IN 


021 


3.46 


5.87 


2.64 


2.98 


3.73 


lA 


0.59 


1.01 


1.15 


1.13 


1.08 


1.42 


KS 


237 


237 


2.24 


2.61 


2.50 


2.52 


KY 


2.70 


4.14 


2.74 


4.54 


4.51 


4.30 


LA 


1.44 


0.75 


2.13 


2.66 


2.59 


2.52 


ME 


3.68 


2.66 


4.76 


3.62 


331 


2.53 


MD 


2.04 


1.67 


2.58 


3.23 


3.09 


3.02 


MA 


0.00 


0.42 


0.19 


0.12 


0.18 


0.68 


MI 


0.97 


2.01 


1.82 


0.81 


0.87 


2.26 


MN 


3.46 


2.57 


2.64 


1.98 


2.42 


2.51 


MS 


2.09 


1.53 


0.61 


3.05 


3.04 


2.94 


MO 


1.64 


2.46 


2.74 


3.37 


3.32 


3.67 


MT 


3.43 


1.77 


3.22 


4.17 


331 


2.28 


NE 


3.15 


1.94 


2.95 


2.63 


2.62 


3.09 


NV 


1.96 


2.56 


1.85 


1.42 


1.77 


1.72 


NH 


0.00 


1.90 


6.61 


3.20 


3.69 


2.17 


NJ 


0.56 


2.69 


2.77 


231 


2.42 


3.32 


NM 


1.54 


223 


339 


3.72 


3.12 


2.59 


NY 


0.45 


0.17 


0.45 


0.37 


0.39 


0.75 


NC 


2.01 


1.91 


1.79 


2.72 


2.65 


2.14 


ND 


6.09 


4.43 


6.19 


4.80 


5.74 


3.71 


OH 


1.20 


2.78 


228 


1.49 


1.55 


2.53 


OK 


332 


2.15 


3.18 


2.67 


2.85 


3.73 


OR 


331 


1.87 


3.01 


3.04 


2.69 


2.38 


PA 


1.70 


1.82 


2.60 


2.69 


2.65 


2.65 


RI 


129 


1.03 


131 


2.50 


1.85 


2.97 


SC 


3.65 


2.48 


2.12 


3.71 


3.68 


2.84 


SD 


5.55 


5.74 


429 


433 


5.37 


3.71 


TN 


2.07 


1.80 


221 


2.27 


2.26 


3.51 


TX 


1.82 


1.06 


1.76 


1.72 


1.72 


2.22 


UT 


1.68 


1.70 


2.12 


1.71 


1.91 


2.04 


VT 


2.56 


3.03 


3.03 


0.95 


2.24 


2.59 


VA 


1.83 


1.92 


2.11 


3.12 


2.93 


2.91 


WA 


1.07 


' 1.02 


1.35 


1.06 


1.11 


1.27 


WV 


0.00 


2.60 


4.70 


1.77 


1.88 


3.33 


WI 


237 


1.42 


221 


2.64 


2.49 


2.40 


WY 


2.72 


3.82 


3.29 


2.91 


321 


2.90 



♦All pttccntages calculated by the authors from OCR Survey results (reported data). 
'♦All minorities combined 



Appendix B-7 



I'ercentage* of Various Ethnic Groups Classified as Seriously 
Emotionally Disturbed in American Public Schools, 1984-1985 



State 


N.A. 


Asian 


Hisp. 


Black 


Min.** 


White 


AL 


0.17 


0.23 


0.40 


0.46 


0.45 


0.71 


AK 


0.30 


0.04 


021 


0.52 


0.30 


0.28 




1.00 


0.36 


0.47 


1.43 


0.66 


1.09 


AR 


0.00 


0.00 


0.18 


0.14 


0.14 


0.14 


A 

CA 


0.10 


0.03 


0.08 


027 


0.11 


0.25 


CO 


0.99 " 


0.40 


0.99 


1.88 


1.17 


131 


CT 


0.69 


0.23 


1.60 


2.78 


2.18 


1.30 


DE 


0.00 


0.31 


1.85 


4.61 


4.21 


1.98 


DC 


0.00 


0.00 


0.00 


0.52 


0.50 


0.00 


FL 


0.66 


0.20 


036 


1.42 


1.07 


0.99 


GA 


0.00 


0.25 


0.77 


1.09 


1.07 


1.14 


HI 


0.47 


0.19 


037 


0.06 


0.19 


0.29 


ID 


0.00 


0.00 


0.13 


0.52 


0.11 


0.. . 


IL 


0.95 


0.15 


0.55 


1.42 


1.16 


L25 


IN 


0.00 


0.11 


0.21 


0.50 


0.45 


0.31 


lA 


1.34 


0.19 


0.71 


7.51 


1.64 


0.87 


KS 


1.09 , 


0.16 


0.30 


1.09 


0.83 


0.65 


KY 


0.00 


0.24 


0.00 


1.34 


1.30 


0.37 


LA 


0.54 


0.04 


0.15 


0.49 


0.47 


0.30 


ME 


1.23 


0.25 


0.48 


2.04 


0.87 


1.55 


MD 


0.64 


0.09 


023 


037 


0.35 


0.36 


MA 


0.00 


0.04 


0.01 


0.02 


0.02 


0.12 


MI 


0.37 


0.26 


0.54 


0.69 


0.67 


0.96 


MN 


2.76 


0.47 


0.95 


3.09 


2.02 


0.96 


MS 


0.00 


0.00 


0.00 


0.09 


0.09 


0.08 


MO 


0.99 


0.19 


035 


0.97 


0.93 


0.78 


MT 


0.47 


0.18 


0.18 


0.52 


0.41 


0.38 


NE 


2.07 


0.17 


0.67 


3.28 


2.45 


0.88 


NV 


0.09 


0.14 


0.21 


1.14 


0.66 


0.49 


NH 


0.00 


0.17 


0.58 


1.68 


0.84 


0.70 


NJ 


1.13 


0.13 


0.67 


1.43 


1.11 


0.69 


NM 


0.41 


0.35 


0.80 


1.67 


0.78 


1.10 


Ml 


0.45 


0.04 


0.57 


0.92 


0.71 


0.56 


NC 


0.19 


0.13 


0.21 


0.68 


0.63 


0.41 


VTTX 

ND 


0.89 


0.15 


0.52 


0.89 


0.76 


0.26 


OH 


0.30 


0.05 


0.23 


0.39 


0.38 


032 


OK 


0.09 


0.02 


0.07 


0.22 


0.16 


0.20 


OR 


0.96 


0.10 


0.44 


0.89 


0.53 


0.58 


y> A 

PA 


0.95 


0.08 


0.59 


1.20 


1.08 


0.67 


RI 


0.00 


0.04 


0.15 


1.14 


0.62 


0.57 


SC 


0.91 


0.28 


0.32 


0.97 


0.96 


0.89 


SD 


0.51 


0.15 


0.00 


1.18 


0.50 


0.17 


TN 


0.52 


0.09 


0.00 


0.24 


0.24 


0.25 


TX 


0.37 


0.10 


0.43 


0.59 


0.47 


0.91 


UT 


3.22 


1.25 


330 


5.13 


2.87 


2.54 


VT 


2.56 


0.38 


1.52 


0.00 


0.52 


0.42 


VA 


0.50 


0.20 


0.44 


0.79 


0.70 


0.58 


WA 


0.68 


0.14 


0.34 


1.28 


0.62 


0.57 


WV 


3.92 


0.11 


0.00 


0.79 


0.74 


0.33 


WI 


1.58 


0.17 


095 


1.97 


1.71 


1.23 


WY 


0.98 


0.38 


0.96 


1.06 


0.93 


0.93 



♦All percentages calculated by the authors from OCR Survey results (reported data). 
♦♦All minorities combined. 



Appendix B-8 



Percentage* of Various Ethnic Groups Classified as Learning 
Disabled in American Public Schools, 1984-1985 



State 


NA. 


Asian 


Hisp. 


Black 


Min.** 


White 


AL 


1.64 


0.46 


3.38 


2.19 


2.16 


3.67 


AK 


8.47 


2.29 


5.06 


10.71 


7.81 


5.04 


AZ 


5.78 


1.58 


5.45 


6.88 


5.54 


4.50 


AR 


7.52 


1.08 


4.36 


4.67 


4.59 


4.82 


CA 


4.22 


1.17 


4.24 


627 


4.17 


4.87 


CO 


2.89 


1.30 


3.93 


4.83 


3.89 


3.51 


CT 


1.15 


1.81 


6.79 


733 


6.80 


5.43 


DE 


11.11 


1.03 


9.49 


11.32 


10.78 


6.01 


DC 


0.00 


0.00 


1.52 


2.87 


2.80 


2.78 


FL 


2.58 


0.98 


3.89 


4.44 


4.17 


3.75 


GA 


0.36 


0.51 


1.96 


231 


2.26 


3.43 


HI 


3.26 


4.49 


10.73 


5.65 


4.69 


4.93 


ID 


8.00 


2.01 


5.86 


7.44 


5.75 


3.80 


IL 


7.46 


0.97 


2.59 


3.08 


2.89 


4.83 


IN 


0.42 


0.70 


2.74 


3.24 


3.11 


3.22 


lA 


6.69 


4.06 


4.30 


5.85 


5.24 


4.36 


KS 


3.71 


0.48 


3.09 


4.21 


3.54 


3.52 


KY 


1.35 


0.65 


224 


7.48 


7.24 


3.36 


LA 


1.98 


0.26 


1.92 


4.05 


3.89 


3.75 


ME 


6.75 


0.38 


333 


5.66 


2.87 


4.14 


MD 


6.12 


1.64 


535 


9.12 


8.44 


5.65 


MA 


0.39 


0.31 


0.44 


0.36 


038 


2.36 


MI 


2.81 


0.77 


2.45 


121 


2.26 


3.54 


MN 


6.11 


1.71 


5.83 


625 


4.83 


4.35 


MS 


1.57 


1.02 


3.66 


3.25 


3.24 


4.27 


MO 


4.61 


0.75 


3.24 


435 


4.22 


4.91 


MT 


6.49 


1.24 


634 


4.43 


5.99 


4.20 


NE 


5.81 


1.54 


4.90 


5.70 


5.18 


4.32 


NV 


6.11 


1.52 


4.56 


10.64 


7.27 


3.94 


NH 


7.50 


1.03 


7.00 


7.93 


5.42 


6.07 


NJ 


6.80 


1.98 


1.09 


439 


3.85 


4.86 


NM 


5.53 


1.53 


5.01 


6.65 


5.11 


3.80 


NY 


2.16 


0.36 


2.86 


238 


2.43 


2.05 


NC 


5.07 


0.69 


1.95 


5.70 


5.52 


3.99 


ND 


6.55 


2.81 


5.93 


7.12 


6.06 


3.83 


OH 


0.75 


0.42 


1S5 


2.32 


2.26 


3.43 


OK 


4.53 


0.88 


3.53 


6.75 


5.51 


4.59 


OR 


6.97 


1.26 


6.46 


8.13 


537 


5.28 


PA 


6.82 


0.67 


535 


5.13 


4.97 


4.00 


RI 


7.42 


1.82 


5.00 


9.66 


6.80 


8.09 


SC 


2.43 


0.87 


2.34 


4.06 


4.00 


3.86 


SD 


4.35 


2.27 


3.22 


4.72 


4.05 


3.78 


TN 


7.77 


0.82 


1.92 


4.25 


4.17 


4.81 


TX 


3.74 


0.63 


4.72 


5.03 


4.68 


4.09 


UT 


5.12 


1.59 


5.18 


5.54 


4.20 


3.43 


VT 


2.56 


2.27 


1.52 


3.79 


2.76 


4.78 


VA 


5.32 


1.42 


5.01 


436 


4.06 


4.55 


WA- 


6.04 


1.53 


455 


8.89 


5.15 


4.58 


WV 


5.88 


0.45 


0.85 


4.74 


4.36 


4.20 


WI 


3.82 


0.54 


3.06 


3.96 


3.62 


3.37 


WY 


8.59 


3.63 


3.06 


3.96 


3.62 


3.37 



♦All percentages calculated by the authors from OCR Survey results (reported data). 
♦♦All minorities combined. 
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APPENDIX C-l 

Chart for Conversion of ICD Codes to Ilshabilitation 
Oriented Categories Based on RSA Disability Codes 



Type of Disorder/Disability 



RSA Codes 



ICD Codes 



Mectious & Parasidc Diseases ' 
Tuberculosis 
. Likely Disabling 



650 



011.2,011.5,012.1,013,015, 
018,137.0-137.4 



Other 

Othei* Mectious & Parasitic Dis. 
Neoplasms 

Malignant 600-608 

Lung 

Breast 

Leukemia 

Other Malignant Neoplasms 



Benign 



609 



Likely Disabling 



224.1,225- 

Other 

Endocrine, Nutritional, & 
Metabolic Diseases 

■ Diabetes Mellitus 

Likely Disabling 

Other 



614 



010-018 except above 
01-139 except above 



162,197.0,197.3 

174-175,198.81 

204-208 

140-208,230-234 
except above 

223-223.1,224- 

225.1,225.3,228.03 

210-229,235-239 
except above 



250.4.250.7 
250 except above 



o 14 
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APPENDIX C-1 (Continued) 

Chart for Conversion of ICD Codes to Rehabilitation 
Oriented Categories Based on RSA Disability Codes 



Type of Disorder/Disability 



RSA Code 



ICD Codes 



Malnutrition 
Gout 

Cystic Fibrosis 

Other Endocrine, Nutritional, 
& Metabolic Diseases 

Diseases of the Blood & Blood 
Forming Organs 

Anemias 

Other 

Mental Disorders 

-Psychoses 

Neurotic Personality Disorders 

Alcohol Dependence or 
Psychosis 

Drug Dependence or Psychosis 

Mental Retardation 

Other Mental Disorders 

Nervous System & Sense Organs 

Diseases of the Nervous System 

Meningitis 

Multiple Sclerosis 

Hemiplegia 

Cerebral Palsy 



616 



621-629 
619-620 

500 

510,522 

520 
521 

530,532,534 
522 



303,323,343 
363,383 

316,336,356 
376,396 

303,323,343 
363,383 

300,320,340 
360,380 



263 

274.0-274.19 
277.0-277.01 

240-279 except above 

280-285 
286-289.9 

290,293-299 
300-301 

291-303 
292,304 
317-319 

290-319 except above 



320-322 
340 
342 
343 



15 



222 



APPENDIX C-1 (Continued) 

Chart for Conversion of ICD Codes to Rehabilitation 
Oriented Categories Based on RSA Disability Codes 



Type of Disorder/Disability 



RSA Codes 



ICD Codes 



Quadriplegia 
Paralysis - lower limb(s) 
Paralysis - upper limb(s) 
Paralysis - other 
Epilepsy 

Muscular Distrophy 
Other 

Eye Conditions (disease) 
Diabetic Retinopathy 

Glaucoma 
Cataract 

Blindness or Low Vision 

Both Eyes 

One Eye 
Other 

Ear Conditions (disease) 
Otitis Media 
Hearing Loss 
Other 

Diseases of the Circulatory System 
Heart Disease 

Rheumatic Heart Disease 



303 
363 
343 
393 
630 

315,335,355 
375,395 

639 

102,112,122 
132,142 

101,111,121 

100,110,120 

109,119,129 

139,149 

102,112,122 
132,142 

202,212,222 
209,219,229 
202,212,222 

642,643 



344.0 

344.1,344.3 
344.2,344.4 

344.5- 344.9 
345 

355 

320-359 except above 

362.0 

365 
366 

369.0-369.4 

369.6- 369.9 
360-379 except above 

381-382 
389 

380-389 except above 



393-398 
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APPENDIX C-i (Continued) 

Chart for Conversion of ICD Codes to Rehabilitation 
Oriented Categories Based on RSA Disability Codes 



Type of Disorder/Disability 



RSA Codes 



ICD Codes 



Hypertension & 644 
Hypertensive Heart Dis. 

Acute Myocardial 
Infarction 

AthCTOSclCTOtic Heart Dis. 

Other Ischemic Heart Dis. 

Congestive Heart Failure 

Other Heart Disease 

Corebrovascular Disease 
Cerebral Seizure (Stroke) 

Other Dis. of Circulatory 
System 

Diseases of the Respiratory System 

Bronchitis 654 

Emphysema 651 

Asthma 610 

Bronchiectasis 653 

Other Chronic Obstructive 659 
Pulmonary Disease 

Other Dis. of Respiratory Sys. 

Likely Disabling 659 



Other 



312,332,352 
372,392,685 



401-404 

410 

414.0 

411-413,414.1-414.9 
428.0 

390-392.0,393 398,402,404, 
410-416,420-429 except above 

436 

430-438 except above 

490-491 
492 
493 
494 

495-486 



472.0- 472.2,473, 
478.3-478.34, 

484.1- 484.8,497- 
519.3 

460-519 except above 



2S4 
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APPENDIX C-l (Continued) 

Chart for Conversion of ICD Codes to Rehabilitation 
Oriented Categories Based on RSA Disability Codes 

Type of Disorder/Disability RSA Codes ICD Codes 



Diseases of the Digestive System 

Dental 

Likely Disabling 
520.2,520.5,52L6,524 

Other 

Ulcers of Stomach & Small 
Intestine 

Hernia (with Gangrene) 

Noninfectious Entritis & 
CoUtis 

Alcoholic Liver Damage 

Other Probable Disabling 

Other Dis. of Digestive System 
Diseases of Genito-Urinary System 
Renal Failure 
Other 

Complication of Pregnancy Childbirth 
and the Puwperium 

Hypertension Complicating 
Pregnancy 

Other 

Diseases of the Skin & 

Subcutaneous Tissue 

Diseases of Musculoskeletal System 
and Connective Tissue 

ERIC 



660 520.0- 

660 520-525 

661 531-534 

663 550.0,551 

662 555-558 

520,669 571.0-571.3 

669 535,560-560.2,562, 

569.1.569.5-569.6, 
570,571.4-571.5,572- 
572.8,579 

520-579 except above 

671 584-589 

670 580-629 except above 

644 642 

630-679 except above 
690 680-709 
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APPENDIX C-l (Continued) 



Chart for Conversion of ICD Codes to Rehabilitation 
Oriented Categories Based on RSA Disability Codes 



Type of Disorder/Disabiuty 



RSA Codes 



ICD Codes 



Osteoarthritis 



Arthropathies & Related 

Dorsopathies (Disorders 
of Back) 

Rheumadsm Excluding Back 



Other Diseases of Musculo- 
skeletal & Con. Tissue 

Congenital Anomalies 

Nervous System 

Spina Bifida 
Hydrocephalus 
Other 
Eye 

Ear 

Cleft Palate-Qeft lip & 
Deform, of the Tongue 

Spinal Deformities 



Other Musculoskeletal 
Deformities 

Down Syndrome and Other 
Chromosomal Anomalies 

Other Congenital Anomalies 



310,330,350 
370,390 

310,330,350 

399 



310,330,350 
370,390 



301,321,341 
361,381 



136,146 



680,689 



301,321,341 
361,381 

301,321,341 
361,381 



715 

710-719 except abovt 
720-724 

725-739 

730-739 



741 

742.0,742.1,742.3 
742 except above 
106,116,126 743 

206,216,226 744 
749,750.0-750.1 

754.2,756.1 

754-756 except above 

758 

740-759 exc ^pt above 



226 
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APPENDIX C-l (Continued) 

Chart for Conversion of ICD Codes to Rehabilitation 
Oriented Categories Based on RSA Disability Codes 



Type of Disorder/Disability 



RSA Codes 



ICD Codes 



Certain Conditions Originating in die 
Perinatal Period 

Low Birthweight 

Birth Asphyxia & Respiratory 
Distress 

AUOtiier 

Symptoms, Signs, Hi-defined 
Conditions 

Injury & Poisoning 

Fractures 

Head (skull fractures) 

Spinal Chord 

Otiier Fracnires 

Dislocation of Vertabrae 

Sprains, Strains of Back 
(including neck) 

Intracranial Injuries 

(excluding skull fracture) 

Traumatic Amputation of 
Limbs or Digits 

Late Effects of Injuries 

Injury to Nerves & Spinal 
Column 

Other Injury or Poisoning 



699 



318,338,358 
378,398 

318,338,358 
378,398 



399 
399 

399 

359,379 



765 

768-769 

760-799 
780-799 



800-803 
805-806 

800 -829 except above 

839.0-839.21 

846-847 

850-854 

885-887,895-897 

905-909 
950-957 

800-999 except above 
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APPENDIX C'2 



Percentage Distribution of Diagnoses by Disease Type and Age 
IHS Versus U.S. Short Stay Hospitals 



Indian HealuTService ~U."S7Short Stay Hospitals" 

Disease Type <16 16-34 35-64 >65 <16 16-34 35-64 >65 



Infectious and Parasitic Diseases 


37.29 


21.07 


24.90 


16.74 


18.62 


20.85 


25.07 


35.45 


Tuberculosis 


8.06 


13.81 


46.77 


31.36 






44.68 


40.43 


Neoplasms: 


4.46 


12.89 


49.18 


33.46 


2.24 


6.81 


42./3 


48.72 


Malignant: 


2.09 


10.40 


48.33 


39.18 


1.72 


4.04 


38.95 


55.29 


Endocrine, Nutritional, and 
Metabolic Diseases: 


8.53 


11.39 


51.19 


28.89 


5.15 


9.59 


36.50 


48.76 


Diabetes Mellitus: 


1.00 


7.98 


60.80 


30.21 


1.21 


7.83 


40.26 


50.71 


Diseases of the Blood and Blood 
Forming Organs: 


17.81 


25.10 


34.94 


22.15 


8.38 


17.99 


27.54 


46.09 


Anemias 


14.63 


26.23 


34.48 


24.66 


5.93 


18.16 


26.48 


49.42 


Mental Disorders: 


3.71 


42.84 


45.30 


8.14 


3.42 


32.62 


40.29 


.23.67 


Psyclioses 2.65 
Neurotic Personality Disorders 6.38 
Alcohol Dependence or Psychosis .53 
Drug Dependence or Psychosis 7.16 
Mental Retardation 33.33 


42.60 
53.89 
38.10 
56.18 
47.03 


29.95 
32.60 
56.67 
26.90 


24.80 
7.13 
4.70 
9.76 


1.42 
3.15 
.61 

16.00 


27.29 
35.91 
29.61 
62.07 
37.33 


34.94 
41.81 
59.43 
29.06 
37.33 


36.36 
19.13 
10.35 

9.33 


Diseases of the Nervous System: 


22.01 


20.53 


35.00 


22.47 


54.16 


45.84 


.00 


1.68 


Degenerative Conditions of the 
Nervous System 
Epilepsy 


29.67 
25.07 


18.68 
30.58 


32.15 
32.18 


19.50 
12.18 


7.02 
16.47 


14.75 
21.76 


33.28 
34.12 


44.96 
27.65 


Eye Conditions: 


19.33 


12.35 


33.79 


34.53 


9.31 


9.78 


27.82 


53.08 


Likely Disabling 


1.65 


4.49 


39.83 


54.04 


1.14 


5.03 


24.94 


68.88 


Far Conditions: 


76.53 


9.60 


10.27 


3.60 


52.58 


10.49 


21.12 


15.81 


Otitis Media 
Hearing Loss 


89.48 
35.37 


5.04 
19.01 


4.67 
25.98 


.81 
19.64 


84.08 
14.52 


5.59 
16.13 


7.26 
27.42 


3.07 
41.94 


Diseases of Circulatory System: 


2.33 


6.37 


48.04 


43.26 


.71 


2.44 


31.99 


64.85 


Diseases of Respiratory System: 


45.61 


11.25 


22.60 


20.54 


18.56 


11.35 


26.93 


43.16 


Chronic Obstructive Pulmonary 
Diseases: 

Other Likely Disabling 
Respiratory Diseases 


24.92 
21.88* 


9.52 
13.65 


34.49 
34.31 


31.08 
30.16 


9.63 
6.19 


5.84 
10.01 


31.40 
31.09 


53.13 
52.71 
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APPENDIX C-2 (Continued) 

Percentage Distribution of Diagnoses by Disease Type and Age 
IHS Versus U.S. Short Stay Hospitals 



Indian Health Service U.S. Short Stay Hospital 

Disease Type <16 16-34 35-64 >65 <16 16-34 35-64 >65 



Diseases of the Digestive System: 1S.S4 


25.25 


42.60 


16.60 


6.86 


15.92 


37.86 


39.36 


Noninfectious Entritis and 


















Colitis 


54.38 


14 88 


18 31 


19 4^ 




91 ^ 


95 77 


9R 79 


Alcoholic Liver Damage 






68 48 








70 75 


XO.J^ 


Otiier Likely Disabling 


6.53 


21 38 


52 88 


19.20 


3 39 


9 59 




47 75 


Diseases of Genito-Urinary System: 7.20 


28.81 


41.66 


22.33 


3.05 


23.99 


38.76 


34.20 


Renal Failure 


2.47 


8.34 


52.25 


36.94 


1.58 


7.47 


31.22 


59.73 


Diseases of the Sldn and 


















Subcutaneous Tissue 


21.84 


22.49 


40.92 


14.75 


10.62 


18.57 


35.52 


35.28 


Diseases of the Musculoskeletal 


















System and Connective Tissue: 


7.66 




•t / .1/*/ 






1 A 00 


4^ ^ 


^7 


Axthiopathies and Related 


















Disocdtxs: 


8.02 


72 11 


45 ^1 


OA 57 




10 5^ 


^9 9R 


54 OA 


Osteoarthritis 






42 39 


52 83 






94 90 


7^ Rl 


Dorsopathies (Disords. of Back) 2.42 


26 94 


54 98 


15 66 


40 


IQ 90 


57 07 


9^ 


Rbeumatism(ExcIuding ibc Back)9.80 


30 29 


46 04 


13 88 


4 ^^5 


91 74 

^X. I*r 


50 Q7 


99 Q4 


Congenital Anomalies: 


80.62 


884 


8 06 




5^ 


14 5Q 


IQ 90 


Q 85 


Symptoms, Signs, & 111 Defined 


















Conditions 


24.88 


20.24 


35.33 


19.56 


10 18 


14 68 


35 3i 




Injury and Poisoning: 


17.92 


49.55 


25.69 


6.84 


11.03 


34.24 


30.41 


24.32 


Skull Fracture 


14.19 


63.37 


20.30 


2.13 


16.11 


50.71 


25.12 


8.06 


Spinal Chord Fracture 


3.85 


52.56 


28.21 


15.38 




36.28 


24.78 




Sprains & Strains of Back 


















(Including Neck) 


5.40 


51.74 


37.33 


5.52 


1.75 


39.75 


48.50 


10.00 


Intracranial Injuries 


















OBxcept Skull Fracture) 


26.99 


49.39 


20.06 


3.56 


23.05 


41.21 


21.61 


14.12 


Trumatic Amputation of Limbs 


















or Digits 


25.77 


37.42 


31.90 


4.91 




55.17 


27.59 




Late Effect of Injuries 


9.69 


51.42 


32.17 


6.72 


5.22 


35.07 


40.30 


19.40 


Injury to Nerves&Spinal Colunml6.50 62.83 


18.33 


2.33 


14.08 


45.07 


35.21 


5.63 


TOTAL: 


19.54 


34.98 


29.98 


15.49 


9.01 


19.82 


31.56 


39.61 
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APPENDIX C-3 
Percentage Distribution of Diagnoses by Disease Type and State 



Region 4 Regions Region 6 Region? 
NC MN NM OK NB 



Infectious and Parasitic Diseases 2.56% 3.87% 3.17% 2.95% 2.15% 

Tuberculosis .25% .15% 

Neoplasms 2.44% 1.70% 1.68% 2.46% 1.05% 

Malignant 2.06% 1.42% 1.20% 1.77% .82% 

Endocrine, Nutritional, and 

Metabolic diseases 12.53% 9.12% 6.74% 8.12% 10.69% 

Diabetes Mellitus 8.97% 6.09% 3.79% 4.75% 7.29% 
Diseases of the Biood and Blood 

Fonning Organs 2.24% 1.17% 2.21% 2.17% 1.79% 

Mental Disorders 6.78% 8.32% 6.86% 3.36% 19.45% 

Alcohol/Drug Dependence 2.87% 3.98% 4.25% 1.72% 15.80% 

Diseases of the Nervious System 1.65% .98% 1.38% .98% 1.31% 

EpUepsy .17% .13% 

Degenerative Disorders of the 

Nervous System .54% .26% .39% .17% .30% 

Eye Conditions .75% 1.12% 1.48% .645 1.33% 

Cataract .32% :09% 

Other Likely Disabling .28% .31% .24% 

Ear Conditions: 1.06% 1.80% 1.86% .96% 3.33% 

Otitis Media .75% 1.36% 1.53% .72% 2.75% 
Diseases of the Circulatory System 

13.03% 14.42% 5.67% 10.67% 9.52% 
Diseases of tiic Respiratory System 

7.09% 10.66% 6.64% 5.78% 9.16% 
Chronic Obstructive Puhnonary 

Diseases 2.20% 3.16% 1.24% 1.84% 2.10% 
Otiier Likely Disabling 

Respiratory Diseases .98% .98% 1.05% .82% .63% 

Diseases of tiie Disgestive System 7.39% 7.39% 9.06% 8.43% 9.32% 
Noninfectious Entritis and 

CoUtis .94% .74% 1.15% .76% 1.44% 

Alcoholic liver Damage .42% .40% .65% .41% 2.13% 

Otiier Likely Disabling 1.21% 2.01% 1.42% 1.50% 2.36% 
Diseases of Genito-Urinary System 

7.89% 4.66% 5.92% 6.98% 4.91% 

Renal Failure 1.44% .39% .75% .43% .72% 
Complications of Pre^ancy, Child- 

birtii and tiiepuerperium 13.10% 8.72% 20.83% 25.24% 3.89% 
Hypertension Complicating 

Pregnancy .86% .58% 1.62% 1.17% 
Diseases of tiie Skin and 

Subcutaneous Tissue 3.30% 2.35% 2.18% 1.90% 2.95% 
Diseases of tiie Musculoskeletal 

System and Connective Tissue 2.79% 2.98% 2.12% 2.20% 2.75% 
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APPENDIX C-3 (Continued) 
Percentage Distribution of Diagnoses by Disease Type and State 



Region 4 Region 5 Region 6 Region? 
NC MN. NM OK NB 



Aitiuopathies, Rheumatism and 



Related Disonlsrs 


1.50% 


1.57% 


1.23% 


1.27% 


1.24% 


Gmgenital anomalies 


.82% 


.56% 


1.49% 


.95% 


.32% 


Ccxiditicms Originating in the 












Perinatal Period 


2.38% 


1.75% 


5.17% 


6.56% 


.88% 


Syn^toms, Signs, & ni Defined 












Ccxiditions 


7.51% 


8.39% 


5.71% 


4.50% 


6.92% 


Injury and Poisoning 


466% 


1.05% 


9.83% 


5.15% 


8.28% 


Intracranial Injury (Including 












Skull Fracture) 


.55% 


1.06% 


.86% 


.56% 


1.05% 


Injury to the Spinal Column, 












Back, or Nerves 




.36% 


.35% 


.23% 




Percentage Distribution of Diagnosis by Disease Type and State 








Region 


8 






MT 


ND 


SD 


UT 


WY 


Infectious and Parasitic Diseases 


2.96% 


2.68% 


3.14% 


2.80% 


2.66% 


Tuberculosis 


.26% 




.30% 






Neoplasms 


2.00% 


1.80% 


1.58% 


1.06% 


1.12% 


Malignant 


1.53% 


1,48% 


1.23% 


.54% 


.70% 


Endocrine, Nutritional, and 












Metabolic diseases 


7.62% 


7.54% 


7.30% 


6.26% 


6.31% 


Diabetes NfeUitus 


4.46% 


486% 


4.46% 


3.21% 


2.74% 


Diseases of the Blood and Blood 












Forming Organs 


1.72% 


1.25% 


1.96% 


1.58% 


1.66% 


Mental Disor^rs 


8.80% 


10.65% 


7.94% 


5.05% 


12.59% 


Alcohol/Drug Dependence 


4.81% 


7.38% 


433% 


2.88% 


7.96% 


Diseases of the Nervous System 


1.32% 


1.38% 


1.27% 


1.19% 


1.22% 


Epilepsy 


.15% 


.29% 


.26% 






Degenerative Disorders of the 












Nervous System 


.32% 


.30% 


.25% 






Eye Conditions 


.94% 


.88% 


1.05% 


1.19% 


.62% 


Catanict 


.17% 


.26% 


.22% 






Other likely Disabling 


.17% 


.12% 


.21% 






Ear Conditions 


2.18% 


1.96% 


2.12% 


1.95% 


2.53% 


Otitis Media 


1.62% 


1.70% 


1.79% 


1.50% 


1.77% 
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APPENDIX C.3 (Continued) 
Percentage Distribution of Diagnosis by Disease Type and State 



MT 



Region 8 
ND SD UT 



WY 



Diseases of the Circulatory System 9.25% 
Diseases of the Respiratory System 9.53% 
Chronic Obstructive Pulmonary 
Diseases 2.82% 
Other Likely Disabling 
Respiratory Diseases 1 .03% 

Diseases of the Disgestive System 8.93% 
Noninfectuous Entritis and 
CoUtis 1.17% 
Alcoholic Liver Damage .77% 
Other Likely Disabling 
Diseases of Genito-Urinary System 5.97% 
Renal Failure .47% 
Complications of Pregnancy, Child 
birth and the puerperium 1 1 .82% 

Hypertension Complicating 
Pkcgnancy .64% 
Diseases of the Skin and 
Subcutaneous Tissue 2.6 1 % 

Diseases of the Musculoskeletal 
System and Connective Tissue 3.24% 
Arthropathies, Rheumatism and 
Related Disorders 1 .73% 

Congenital anomalies .7 1 % 

Conditions Originating in the 
Perinatal Period 1.69% 
Symptoms, Signs, & 111 Defined 
Conditions 6.67% 
Injury and Poisoning 1 2.04% 

Intracranial Injury (Including 
Skull Fracture) 1.57% 
Injury to the Spinal Column, 
Back, or Nerves .74% 



8.43% 7.81% 5.01% 7.14% 
11.03% 10.61% 8.50% 6.29% 

2.80% 3.03% 2.08% 1.03% 



1.71% 
.70% 



1.12% .95% 1.17% 
9.24% 8.31% 11.68% 



1.96% 1.82% 
.54% .56% 



.91% 
.93% 



5.21% 5.70% 5.50% 

.38% .85% .80% 

11.52% 13.14% 22.93% 

.47% .53% 1.30% 

2.25% 3.27% 2.17% 

3.16% 2.64% 2.54% 



1.57% 
.92% 



1.63% 
1.67% 



6.58% 6.38% 

10.79% 11.43% 

1.36% 1.32% 

.49% .42% 



5.96% 
9.08% 

.80% 



.73% 
10.97% 

.68% 
1.18% 

5.05% 
.28% 

14.20% 

.50% 

1.43% 

3.48% 

1.93% 
.70% 



2.96% 3.44% 3.88% 2.03% 



6.54% 
13.47% 



1.22% 



,45% 
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APPENDIX C.3 (Continued) 
Percentage Distribution of Diagnoses by Disease Type and State 



Region 9 Region 10 

AZ NV AK ro OR WA 



Infectious and Parasitic Diseases 4.68% 3.47% 2.90% 3.89% 3.99% 2.46% 

Tuberculosis .22% .30% 

Neoplasms 1.48% 1.54% 3.25% 1.69% 2.11% 2.04% 

MsUgnant 1.11% .93% 2.62% 1.33% 1.48% 1.39% 
Endocrine, Nutritional, and 

Metabolic diseases 7.43% 10.91% 2.74% 8.00% 8.22% 5.87% 

Diabetes MelUtus 4.46% 7.31% .76% 4.23% 4.92% 2.87% 
Di^ases of the Blood and Blood 

Forming Organs 1.82% 1.75% 12.65% 2.10% 1.16% 1.69% 

Mental Disoiders 5.13% 9.28% 7.38% 8.79% 7.52% 5.95% 

Alcohol/Drug Dependence 2.94% 6.13% 3.44% 4.34% 2.92% 2.86% 

Diseases oftheNervious System 1.45% 1.09% 1.60% 1.71% 1.37% 1.39% 

EpUepsy .23% .17% .36% 

Degenerative Disorders of the 

Nervous System .38% .73% .70% .37% 

Eye Conditions 1.56% 1.48% 1.79% .68% .80% .81% 

Cataract .53% .56% 

Other Likely Disabling .24% .21%" 

Ear Conditions 2.23% 1.13%% 4.75% 2.18% 2.05% 1.76% 

Otitis Media 1.77% .75 3.03% 1.41% 1.50% 1.13% 

Diseases of the Circulatory System 5.82%11.78% 6.02% 8.87% 7.83% 10.81% 

Diseases ofthe Respiratory System 7.87% 7.01% 8.21% 7.40% 10.76% 9.76% 

Chronic Obstructive Pulmonary 

Diseases 1.65% 1.66% 2.33% 1.77% 2.64% 2.45% 
Other Likely Disabling 

Respiratory Diseases 1.02% .82% 1.07% 1.01% 1.27% 1.02% 

Diseases of the Digestive System 7.25% 9.57% 7.45% 10.65 %10.21% 10.25% 
Noninfectious Entritis and 

CoUtis .74% .93% .65% .75% 1.65% 1.39% 

Alcoholic Liver Damage .68% .95% .17% 1.05% .78% .43% 

Other Likely Disabling 1.03% 1.81% 1.35% 2.31% 2.05% 2.20% 

Diseases of Genito-Urinary System 6.05% 6.03% 5.09% 6.39% 5.45% 6.18% 

Renal Failure .74% .64% .16% .63% .39% 

Complications of Pregnancy, Child 

birth and the puerperium: 20.58%1 1.14% 16.69% 12.46% 13.93% 14.71% 
Hypertension Complicating 

Pregnancy . 1.64% .48% .82% .47% .50% 
Diseases ofthe Skin and 

Subcutaneous Tissue 2.77% 2.29% 2.01% 2.12% 2.43% 1.79% 
Diseases of the Musculoskeletal 

System and Connective Tissue: 2.29% 3.90% 4.32% 3.16% 4.02% 4.15% 
Arthropathies, Rheumatism and 

Related Disorders l-.36% 2.31% 2.85% 1.75% 2.68% 2.50% 

Congenital anomalies 1.33% .91% 1.40% .62% .80% .43% 
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APPENDIX €-3 (Continued) 
Percentage Distribution of Diagnoses by Disease Type and State 



Region 9 Region 10 

AZ NV AK ID OR WA 



Conditions Originating in die 












Perinatal Period 


4.35% 1.32% 


3.87% 


1.71% 


1.33% 


1.21% 


Symptoms, Signs, & 111 Defined 










Conditions 


5.55% 6.10% 


6.07% 


5.88% 


5.98% 


6.45% 


fojuiy and Poisoning: 


10.35% 9.30% 


11.80% 


11.70% 


9.91% 12.31% 


Intracranial Injuiy (Including 












Skull Fracture) 


.89% .93% 


1.08% 


1.37% 


1.20% 


1.24% 


fajury to the Spinal Column, 












Back, or Nerves 


.34% 


.52% 


.68% 


.59% 


.77% 
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APPENDIX C«4 



THE DISABLED INDIAN IN CALIFORNIA 

A speci?l analysis of Califomia's Indian population is being undertaken because 
con^arable data fipom California is not cunendy amiable on this state horn the Vidian 
Health Service nadcmal data banic This effort includes the identification, retrieval and 
analysis of alternate sources of data which provide the best» although firagmented, 
information cxi.the bidian peisoti with disabilities residing in California* The unique 
historical develqmient of fiulian health care programs in California and its limited reporting 
requirements sevoely restricted the development of Indian ^)ecific data* Thus data from 
die state of Califcnnia was not found to be readily available. This section of the report 
identifies and analyzes data available from secondary sources. It repOTts the status of the 
disabled Indian in terms of gender, age, place of residence, and type of disability* 
Conditions ccmtributing to disabling conditions are discussed, and recommendations are 
pro^/ided 

Background 

Although the state of California is cited as having die largest American Indian 
population in tite nation (Office of Technology, 1986; U*S Bureau of the Census, 1980), 
very little data is available on die healdi status and disaUIity needs of this population* IMs 
lack of data is due to several factors and is based on the unique and historical development 
of Indian health programs. 

In 1955, die Transfer Act (42 U*S*C 2004a) reassigned die responsibility of 
Indian medical and healdi-related services fiom the Bureau of Indian Affairs (BIA) in the 
Department of the Interior to die Public Health Service in the U*S* Departinent of Health, 
Education and Welfare. Federal responsibility for Indian healdi care now resides within the 
Indian Healdi Service (JHSX a division of the Public Health Service in die U*S* 
Department of Health and Ebiman Services* Because of a history of bittei experiences with 
die BIA regarding healdi care services, California tribes opted via state resolution to 
discourage Federal continuation of services 'with the exception of water and sewage 
projects) as previously delivered* Health care facilities implemented by the BIA were 
largely isolated and inaccessable* In die 1950*s, California had only two fodian hospitals* 
These were located in (^posite ends of die state and were in isolated and difScuIt to reach 
locations. The Indian hospital on the Hoopa reservation in northern California was 
accessible to only those residents of the far northwest coastal area* Winter storms, frequent 
road slides and primitive road conditions made transportation to this Lidian hospital 
difGcult The hospital at Fort Yuma was located on the Arizona-California boarder and was 
accessible only to those residents of the Yuma area* Problems associated widi isolation 
was compounded by die extrcme hot and arid climate of the desert Isolation and limited, 
difficult transportation was a signijQcant factor in the inability of the Indian clientele to 
obtain services at these hidian hospitals* The hospital in Hoopa closed down as an Indian 
hospitd in the early 1950*s* It continued, however, under die sponsorship of the county as 
a gen^ hospital* The Yuma hospital changed to an infinnary in the late 1950s* Toda; , 
didse patients residing on die California/Arizona border receive dieir hospitalization care at 
die Phoenix Indian Medical Center* 

Widi the departure of Federal attention to health services in California, the burden 
of care fell on the State and County Healdi Department The health cate needs of California 
Indians were great —too great for die available resources of die state* in 1967, the U*S* 
Public Healdi Service provided $245,000 to die State Department of Public Healdi, Bureau 
of Maternal and Chi; i Health, for the development of nine rural Indian health centers as 
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pilot projects. These projects were developed to provide direct health care services, as well 
as outreach and referral services. This suppon was extended in 1969 for a limited time 
period. 

Legislative efiforts to meet California's Indian health care needs culminated in the 
passage of a bill in 1975 (Senate Bill 52, or the Moscone Bill) to develop an Indian Health 
Program within the State of California Health Department This Bill directed the State to 
mainain a healA program for Indians "consisting of studies of healA and healtfi s«vices, 
technical and financial assistance and coordination of similar health programs" (Chronology 
of California, nd). The Indian Health Service program of the State of California 
Dq)artment of Health Services continues today with an expanded role which includes the 
direct financial support of many of ti^, Indian health care programs. 

Rural Indian health programs continued to exist with minimal funding from various 
sources, primarily the State and the Public Health Service, for several years. These Indian- 
managed and administered programs were located in rural areas where significant numbers 
of Indians lived. Large metropolitan areas in the state began to see a need for health care 
services for those Indians relocating to urban areas. Urban Indian clinics were developed 
mainly through the. efiforts of the Indian people themselves, as were the rural programs. In 
1969-70, die California Rural Indian Health Board (CRIHB) and the California Urban 
Indian Health Council, Inc. (CUIHQ (late 70s) were formed to advocate and assist in the 
planning for Indian health care services/i)rograms in rural and urban areas, respectively. 

When the fisderal Indian Health Service returned to California in 1976, most of the 
Indian health programs developed by the State and the Indian people themselves woe 
already in existence. A minimally staffed office, established in Sacramento for years prior 
to dicir return, was expanded to a fiilly designated IHS Area Office in December of 1986. 
Thes^^fflS continued providing the financial support fot lndiaii health care projects, witii 
additional supportive services such as training and workshops for Indian program staff. 
Rrom these be^nnings, fadian projects expanded to 20 current Indian projects and 17 
satellite clinics in rural areas, and five urban centers in the; major metropolitan areas. 

Currendy there are no Indian Healtii Service inpatient facilities in the state, 
fopatient and some necessary ou^jatient services are purchased, on a limited basis, ftom 
outside vendors. Eligibility requirements for contract care tiirough the IHS are more 
restrictive than the requirements for direct services at Indian centers. To be eligible for 
contract care, the patient must first be eligible for IHS direct care and: (1) reside on a 
reservation located within a contract healtii services delivery area as designated by IHS; or 
(2) reside within such a designated area and be a member of tiie tribe or tribes located on 
tiiat reservation or for which tiie reservation was established, or maintain close economic 
and social ties with tiiat tribe or tribes; or (3) be an eligible student, transient, or Indian 
foster child (U.S. Congress, OfSce of Technology Assessment, 1986). 

Limited fiinds for comprehensive care, however, restrict coverage of care. 
Priorities are established for services, which depend largely on the severity of the medical 
problem, the patient's place of residence, and the resources provided tiurough annual 
appropriations. To a large extent, tiie majority of healtii care services are available only at 
tiie various fcdian-managed and administered centers. Rnancial assistance for health care 
SCTvices is provided by tiie federal Indian Healtii Service, State Department of Healtii 
Services, and third party reimbursements. As these Indian community controlled programs 
grew larger, tiiey began to contract directiy witii tiie Indian Healtii Service under P.L. 93- 
638, tiie Indian Healtii Care Self-Determination Act This piece of legislation allows for 
tribes to assume and manage the federal portions of selected health care delivery functions. 
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This contracting procedure continues with several Indian programs as a means of 
controlling and administering the health care services to Aeir clientele* 

Because Gdifbmia is unique in its delivery of health services to American Vidians, 
data collection requirements and sources of data specific to its Indian population are limited 
Its Indian health programs are Indian-managed and administeicd» as opposed to die 
traditional Indian Health Service health care delivery system. Data collection requirements 
are limited and restricted largely to fiscal accountability required die various fiinding 
agencies. Enumeration of patient contact by die provider is the sole source of data for most 
programs. More detailed infonnation on diagnosis mi disabling conditions are not 
summarized or reported Altiiough raw dataii naintained in client records, die Indian- 
managed healdi care programs were not required to report utilization by diagnosis or 
treatment by die Indian Healdi Service. Additionally, the lack of equipment and other 
resources at the Indian programs, such as manpower and computer slalls, further hampered 
the generation of needj^ d^ Sources of data on Califomia*s Indian population are 
restrictive in that they reflect the varied interest of several federal, state, and local agencies. 
There is no single, ccmiprehendve source of health or disability data on California's Indian 
population* Existing d2^ are pii^meal and fragmented and severely underrcp^ 
health conditions and needs (Crouch, 1987)* 

Recendy, efforts to coordinate data collection between the Indian Health Service, 
the State of California, and Indian health programs have begun in order to capture a broader 
range of information regarding Indian healdi care utilization patterns. This effort, however, 
is so recent it is not yet fully operative. This report thus had to rely on existing sources of 
data to anal)^ die status of die disabled Indian residing in this state. This provided the 
best, albeit piecemeal, picturo of die disabled California Indian. 

Socio-demographics 

There are approximately 231,700 Indian, Eskimo and Aleuts residing in the state of 
California (U.S. Bureau of the Census, 1983). This is a litde less than 1% of the total 
population in California. This census count has been a topic of controversy among tribes. 
Federal, State and local agencies. It is felt diat the 1970 and 1980 census undercounted the 
American Lidianpopulation for various reasons. The Office of Technology Assessment 
(1986) cites two major reasons for the undercount: (1) the mtercenal measures of 
population change are unreliable, and (2) the enumeration techniques used by the U.S. 
Bureau of the Census are inadequate. 

Over 60% of California's Indian population reside in urban areas. Los Angeles 
County alone has approximately 50,000 Indians residing widun its boundaries. The 
remaining 40% reside in rural areas, primarily on the 85 reservations and rancherias spread 
diroughout die state. Between 1970 and 1980, California's iidian population increased by 
more than 120%, a significant mcrease considering the general population in California 
grew by only 18.6% during tins same time period 

The socio-demographics of California, jilndian population are reflective of the 
U.S. Indian population. According to census reports (U.S. Bureau of die Census, 1980), 
51% arc female and 49% are male. The median age is 25 years; 37% are beio-v the age of 
20 year. In 1980, the median income for Indian households in California was reported to 
be $14,825. The census also reported diat 17.7% of the Indian population had incomes 
below the poverty level Fifty-diree percent of all families in California were headed by 
womeuj compared with 14% of all families in the U.S. The unemployment rate for Indians 
on the reservations/rancherias is estimated to be approximately 50%, a figure comparable to 
unemployment rates on reservations.nationwide (California Ad Hoc Committee, 1987). 
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In 1980, 76*4% of the total Indian population in California had completed 4 years 
of high school and some college, compared with 84% for the state as . a whole (U.S. 
Bureau of the Census, 1980), The major industries employmg Lidians were private 
companies (28%), local government (4%), self-employed (2%), federal government (2%), 
and state government (2%)* 

Although health statistics on California's Indians are virtually non-existent, reports 
indicate the major health problems in California are similar to those seen by Indians nation- 
wide* In a national report on Indian health care, the U.S. Congress, Office of Technology 
Assessment (1986) stated: 

The rank order of causes reflected in the mortality statistics is comparable to that of 
causes of death for Indians in other IHS areas. The leading causes of death among 
California Indians in 1980 to 1982 were estimated to be, in descending order, 
diseases of the heart; accidents; malignant neq)lasms; cerebrovascular disease; 
chronic liver disease and cirrhosis; homicide; dabetes m.ellitus; suicide; pneumonia; 
chronic pulmonary disease; nephritis, nephrotic syndrome, and nephrosis, certain 
conditions originating in the perinatal period; atherosclerosis; tuberculosis; and 
other diseases of arteries, arterioles, and capillaries. These data, indicate that 
Indians in California experience much the same health problems as Incfians in other 
parts of Ae country* 

Environmental concerns particular to California's Lidian population was reported 
by the Indian Health Service Area Office located in Sacramento. Four major issues were 
identified by the IHS Environmental Health/Engineering Section: 

a. Celtor chemical cleanup - EPA superfimd cleanup of a hazardous waste site at 
Hoopa Reservation involving mine wastes. 

b. Alleged PCB contamination of a Chevron site near Santa Barbara where Native 
American archaeological observers developed rashes. Preliminary results indicated 
the cause of the rash was fix)m petroleum hydrocarbons associated witii the 
distillation of petroleunx 

c. Manufacture of PCP's '.vith disposal of chemical containers on an Indian 
reservation in Soutiiem California. This "angel dust" was manufectured elsewhere 
by person? unknown. Disposal of waste containers on Indian land has ceased. 

A Herbicide spraying in Northern California. The IHS has not been heavily 
involved in tiiis issue. The State of (Mfomia Department of Health Services, 
EPA, and local governments have been in tiie forefronton this (Moore, 1987). 

The above environmental issues indicate tiiat reservations in California, as in 
several other states, are concerned over contamination of their lands leading to possible 
health hazards. Such conditions as cancer, birth defects, and chronic illnesses are cited by 
several reports as possible results of toxic contamination of the environment 
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Source of Data 



Data on the disabled Indian in California was obtained from several sources: the 
Bureau of the Census, the State of California Department of Health Services, the 
Indian Healdi Service, and rural and urban Indian health care programs* The 1980 Census 
provided the most coiiqnichensivc picture of the American iidian population and their 
socio*t^nomic status. Data on age distribution, household size and composition, major 
industries, cnq)loyment, inccraie levelis, and educational attainment were taken from the 
census reports. Additionally, information on persons with a work disability, public 
transportation disability and woik disability, and institutionalization in mental hospitals, 
home for the aged, and other institotiohs is reported* 

California'^ State Department of Health provides services and compensation to its 
disabled population. The California State Department of Rehabilitation provides vocational 
rehabilitation services to individuals able and willing to be trained for employment A 
re^stry of all individuals wi& disabilities over the age of 18 receiving state assistance is 
maintained Data arc gathered on these individuals by age, gender, race, and place of 
residence. Disabling conditions are presented by the following major categories: physical, 
blind/visual, deaf/hearing, psych/neurosis; alcoholism, drug addiction, otiier mental, and 
mental retardation. This register is updated each year and contains extensive information 
on the type and severity of tiie disability, as well as the rehabilitation services provided. 
This source of data, however, does not account for tiie total population of disabled Indian 
in Califoniia. It reports only those individuals eligible and accepted for vocational 
rehabilitation and habilitation service. It does not report those individuals who did not 
apply ior or who did not accept tiie services offered. 

The California State Department of Developmental Services also maintains statistics 
on the developmentally handicapped residents of the state. Criteria for service eligibility is 
tiiat tiie age of onset occurred before tiie age of eighteen. Statistics are maintained on each 
individual until early adultiiood (usually until tiie age of 20). Characteristics of tiie disabled 
individual in terms of age, race, gender, and place of residence are maintained. An 
assessment of the individual in terms of the severity of the disability is reported The major 
categories reported by the Department of Developmental Services are: autism, cerebral 
palsy, epilepsy, and mental retardation. 

The California Children Services witiiin tiie State Department of Healtii Services 
provides services to children with disabilitiesAllness who require specialized care. The 
Department mainmins statistics on the health and disabilities of tiie youngsters under their 
c^* The age ran^e of tiie clientele ranges from less than one year old to 20 plus years. 
Diagnoses are reported by ICD9 codes for all age groups by gender and race. 

The State of California Indian Healtii Service provided not only information on tiie 
history and background of tiie California Indian health care delivery system, but it also 
acted as facilitator in identifying sources of potential data and assisted in obtaining relevant 
data from tiie State Healtii Department A meeting was held in tiie State Program Office of 
IHS, bringing togetiier staff from CRIHB, CUIHC, and tiie State to discuss possible 
sources of existing data from which information on disabilities among Indians could be 
obtained. 

The federal Indian Health Service California Area Office, located in tiie Capitol city 
of Sacramento, serves approximately 73,300 of California's 231,700 Indians (U.S. 
Congress, Office of Technology Assessment, 1986). Data obtained from tiiis program 
office included data on the names and location of rural and urban programs, and 
information on environmental issues cunentiy of concem on or near Indian reservations. 





iERJC 



As stated earlier, data on health status and disabling conditions of Indians are not 
available from the Indian Health Service in California* This is prinoarily because the IHS 
has not required the various clinics to report utilization of health services in a manner 
consistent with all oth^ Indian health facilities in the nation. Hius, this sources was not 
available to us from which to draw on to identify the extent and status of handicapping 
problem. 

Four Indian health care programs, two urban and two rural, were selected for 
analysis of Indian utilization of health services. These centers either had a computerized • 
database for clients by health conditions identified by ICD9 codes, were in the process of 
developing such a computerized retrieval system, or were able to provide some data, hand 
tallied by staff, on Indian client utilization of their facility by select condition. 

Data from these Indian centers provide an indication of the types of health 
problem/disabling condition presented by Indian patients in nn:al settings ana in urban 
areas. The two ridral clinics are: the Trinidad Cliiiic, located in the norAwestem portion of 
the state, is a rural Indian health clinic serving Indians from the counties of Humboldt, Del 
Norte, and Trinidad^ and the Shasta-Trinity Clinic located 90 miles north of Sacramento. 
The two urban sites examined were San Diego, located at the southern part of the state, and 
Sacramento, located in central California. Again, these programs were chosen for data 
retrieval because of the availability or the data from clinic files. 

All Tables reforenced in this report appear at the end of the report. 

Method/Problem of Analvsis 

Because of limited data sources available on California's disabled Indian 
population, the method of analysis consisted of piecing the fragmented information together 
in an attempt to obtain a clearer picture of the problems and needs of this special population 
group. This resulted in some under- and over-reporting of the disabilities seen. Because 
not all disabled Indians seek services or compensation for their disabilities frx>m tiie State, 
underreporting of this cohort is evident. On the other hand, the inability to identify unique 
^ases among the various data sources resulted in possible multiple reporting of individuals. 
In addition, individuals holding multiple disabilities may possibly be coun^ in each 
category ofdisability, thus being overreported. 

An attempt was made to identify the prevalence of disability by type, utilizing select 
ICD9 codes used for diagnoses. Reliable prevalence data, however, was not available 
from any source. Data presented in this section should be viewed as incomplete and rough 
data providing a general overview of the health conditions, services, and disabling 
conditions seen by several groups of Vidians in the state. Data from the rural and urban 
Indian centers give an idea of the types of disabling conditions seen on an outpatient basis 
at these Indian centers. These data were tallied by the Indian program staff and are reported 
by select ICD9 codes. Data fi^m the State of California provided information on the extent 
of the developmentally and physically disabled by county of residence. 

The State Children Services Division reported services provided to children by 
diagnostic categOTies, which indicates the type of health problem occuring among this age 
group. TogetHeir, these data indicate the types of problems being seen in possible, given 
tile lunited data and time frame underwhich this study was conducted, these data do give 
some usefril information on the disabled Indian in California. Additional research, 
however, is needed in order to obtain a clearer picture of the prevalence of disability by 
specific category. 
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Identification of disabUiries 



The developmentallv disabled. Services provided to the developmentally disabled 
are coordinated through the State's Department of Developmental Services. The State of 
California reported a clientele population of 68,700 in 1986, 382 of whom were American 
Indians (State of Califomia»4y86)* Thus ,17% of the total California Indian population 
was served by this Department, con5)arcd to 3% of the total state population served. This 
indic^es Aat Indians are uhderitpresented, possibiliQ^ because of identification or service 
problems, in the State's prognua 

Special services provided by Ae Department of Developmental Service are 
implemented Arough contractual arrangements with vendorized service providers, generic 
agencies, and developmental centers. Thtst services consist primarily of educational 
programs, with an enq)h&sis on vocational and pre-vocational training. Most programs 
contracted by the. state serve the function of habilitating and rehabilitating individuals 
having a developmental disabiliQr. Woikshbps and training sessions are coordinated to 
serve the trainable as well as the profoundly mentally retarded individual* Some special 
educational sessions are arranged within the school districts. 

The statistics obtained from the State of Califomia Department of Developmental 
Services reflect only those individuals meeting eligibility requirements for State services. 
These requirements are: "any CalifOTnia resident who is believed to haye a developmental 
disability or is believed to have a substantial risk of parenting a developmentally cUsabled 
infant" (Califomians With Developmental Disabilities, 1981^. Those individuals not 
meeting these requirements are referred to other agencies when applicable. Additionally, 
those individuals not seeking sjervices are not ent^ed into the system and thus are not 
counted in the enumeration of the disabled m Qdifomia. Tliis may have resulted in 
underrq)orting of tiie developmentally disabled Indian in Califomia. 

Appendix C-4 Table 1 shows the major disabling conditions seen among this 
population ffoup as reported by the State. Forty-eight pendent of Ae developmentally 
disabled Indian population are labeled mentally retarded only, compared to 52.6% for the 
total Califomia population. Eighteen percent of Vidians have epilepsy, con5)ared to 15.8 
for the total state population; 12% Indkns have cerebal palsy, compared to the states total 
of 1 1.8; 12% Indian and are afflicted with a combination of cerebal palsy and autism, 
10.2% of non-Indians are reported with this affliction. Over 2% Indian and 3.7% non- 
Indian have autism; and the remainder have a coihbination of cerebal palsy, epilepsy and 
autism. Li terms of the percentage reported by category of developmental disability, the 
Indian population differs litde, proportionally, from the state's total population (Wliite, 
1987). 

Of the population of developmentally disabled Indians, 48% are female and 52% 
are male. Forty-three percent are between the ages of 22 - 40 years; 26% fall in tihe 5 - 18 
year old age group; 15% arc over the age of 41 years; 9% are between the ages of 19-21; 
and 7% arc aged 4 oii.bclow. The frequent- inability to correctly diagnosis die 
developmentally disaliled until matriculation into school may account for the low 
enumeration among the aged 4 and younger. 

Indians afflicted with developmental disabilities reside in 49 counties in the state. 
Los Angeles County is rcported to have the largest number (89), or 23%, of 
developmentally disabled Indians m the state. To have a large number of disabled Indians 
residing in this county is not surprising as Los Angeles has tiie largest Amencan Indian 
residents. Furthermore, Los Angeles County accounts for 1/3 of the total population in the 



state, thus it is safe to assume that one out of three developmentally disabled individuals 
would be from this county* OAer counties with large numbers of these individuals aie San 
Diego (38), a county at the southem most part of the state; Alameda (20), located in the San 
Francisco Bay Area; and Orange County (18) a close neighbor of Los Mgeles County. 

The concentration of developmentally disabled Indians in urban counties, but not in 
rural counties with large Indian populations, may be a reflection of a lack of access, or a 
decision on part of the family not to seek services* These reasons may explain the low 
numbers of r^rtcd cases of Iidian disatalities in rural counties- 

Physical disabilities. The State of California reported that 633 American Indians 
received compensation/services for their physical disability from tiie Vocational 
Rehabilitation Program* This figure accounts for approximately .29% of die total Indian 
population in die state, and .5% of the total physically disabled population served by die 
state* If we consider that .5% of die state's totel population is served by die Vocational 
Rehabilitation Program, and only .29% of the total Indian population is served, we can see 
that the Indian population is underrepresented in this program. 

Appendix C-4 Table 2 illustrates die physical disabilities categories reported by die 
state for Indians in California. The major disability seen among Indians fall widiin two 
categories: 423% arc physical disabilities and 28% arc due to alcoholism. The remaining 
disabled categories are drug addiction (8 J%); psych/neurosis (7.6%); mental retardation 
(15%); odier visual (2J%); blind (1-9%); deaf (L9%); odier hearing (L6%); and odier 
mental (1.6%). 

Of the physically disabled Indians reported by the Vocational RehabilitJition 
Program as dieir clientele, approximately 37% are female and 63% are male. This group is 
older; diey are g7v orally over tiie age of 16 years. Appendix C-4 Table 3 shows die 
population distnbution: most are between die ages of 21-40 (61.3%), widi 19.4 between 
the ages of 43 -50; 1 1;7% aged 20 or less; and 7.6% aged 5 1 and over. This age 
distribution h reflective of ihe services and eligibility requirements for 
vocationalAehabilitation services (ie. diose in die labor force). 

As widi U-e developmentally disabled, die majority of tlie physically disabled 
Indians reside in Los *'^ngeles County (29.4%). San Joaquin County is reported to be the 
next highest county Oi physically disabled Indians (4.4%), followed by Alameda County 
(4.1%) in the San Francisco Bay Area. The rest of the cases are almost evenly distributed 
among the rest of die counties in die state. 

A proportion of die mentally ill and disabled Indian population in California reside 
in mental institutions, homes for the aged, or odier institutions. The 1980 U.S. Census 
reports diat .14% of the Indian population reside in mental hospitals and .24% are reported 
to be residing in odier types of institutions (die specific type not identified). Compared to 
the total state population, diese figures are somewhat high. Only .09% and .15 of die total 
state's population reside in mental institutions and odier institutions respectively. 
However, a greater percent of die state's total population live in a home for die aged: .56% 
compared to .19% for the Indian population. The low percentage reported for the Indian 
population may be due to die traditional Indian familv unit. Whereas nuclear family units 
are die norm for many non-Indian families, bidian 'ies are traditionadly made up of 
extended family members. Thus we may expect to see less elderly Indians being 
institutionalized in homes for the aged. 

Disabling Conditions . Data on healdi conditions which may have a high probability 
of being or progressing to a disabling condition were obtained from two sources: 
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rural/urban Indian health care v rograms and the Sate of California CMdien Services, 
Three Indian health care programs provided data on Indian utilization by select ICD9 
diagnostic categories. Data from these Indian programs reflect the major healtfi problems 
for disabling conditions presented by California's Indian population at these ou^ atient 
facilities. Not aU health condtions are repc^ed, nor arc aUcUentsrepOTtcd The analysis 
only considered those Indian clients presenting with a condition likely to result in a 
disabili^* 

From the various climes, (rural, urban, an "* . atreach) and Indian Alcoholism 
Programs in California, several health centers were a|)proaciied and requested to participate 
in tMs study: Those who responded had access to existing clinical data via newly installed 
con5>utcr ^tcms, or were otherwise able to coordmate staff efforts to provide necessary 
data. Because very fev/ of these programs were able to provide data on Indian utilization 
by diagnosis, only those centers contacted znd responding to our request for data by select 
ICDP/ codes were included in the analysis (Appendix C-4 Table 4). 

Hypertension, the major condition seen at these centers, is a disease which can 
result in a disabling condition, such as stroke or cardio-vascular disease, depending on the 
severiQr and the length of time an individual has tiie disease. Of tiie individuals presenting 
with hypertension, most were female. The male to female ratio was 0.8, indicating that 
more females presented witii this disorder. 

The second most frequent disorder seen at these clinic was diabetes mellitus. The 
male to female ratio was 0.6. Diabetes mellitus is a chronic condition which untreated may 
lead to coma and deatii. Secondary complications include severely (tisabling conditions 
such as blindness, amputations, vascular disease, stroke, and heart attacks. More than 
50% of all anq>utations perfonmed in tiie United States are due to tiie effects of diabetes. 

Togetiier, hypertensive disorders and diabetes mellims accounted for almost 50% of 
the patient population seen at this clinic. No other condition was reported as frequentiy 
among Indian clients as these two jointiy* 

Anotiier area of concern is that of mental disorders, reported in significant numbers 
at tiie Trinidad Indian Center (24% of all disability disorders), more tiian twice tiiat seen at 
otiicr Indian centers investigated. The decline of jobs for Indians due to the failing timber 
industry, isolation, and high seasonal rainfall may be contributing factors to this problems. 
Additionally, mental disorfcrs is noted to be of significant concern among Indian groups 
across tiie nation, fiuther supporting the assertion that California's Indian hc^dtfi problems 
are reflective of Indians nationwide. 

Individually, the Indian centers differed slightiy in tiie major disabling conditions 
seen at tfieir centers. The first center investigated, tiie Shasta-Trinity Indiati Healtii Center, 
is located in Anderson, California and has a IHS service population of 2,825. The center is 
a comprehensive healdi provider (medical/dental/outreach) serving Indians fix)m tiie 
nortiiem section of the state m several counties. 

The major disorder reported at tins center was hypertension disease, seen among 
27.8% of the Indian patients. PrpportionaUy, tiiis is tiie largest percentage for outpatient 
visits for tiiis condition of the four clinics analyzed. The second most frequent disorder 
seen was diabetes mellitus. More tiian 22% of the Indian patients seen during tiie reported 
time frame came for diabetes care. The m. ^e to female ratio was 0.6. 

The tiiird reason for outpatient care at tiie Shasta-Trinity was rq)orted to be for 
otiier musculoskeletal conditions. This condition was seen in 12.9% of clients. Otiier 
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reported conditions seen include the following: neuroses (7.4%); all other respiratory 
conditions (5.6%); other bone and joint disorders (5.6%); alcohoUsm (3.7%); chronic 
bronchitis (3.7%); osteoarthritis (3.7%); epilepsy and convulsions (1.6%); malignant 
neoplasm (0.9%); other diseases of the nervous system (0.9%); chronic iheumatic fever 
(0.9%); cerebrovascular disorders (0.9%); rheumatoid arthritis (09.%); and disorders of 
the spine (0.9%). 

The Trinidad clinic is located in the northern-most section of the state and has a 
service population of approximately 1,000. Indians from tfie counties of Humboldt, Del 
Norte and Trindad receive comprehensive hcaltfi services from this clinic. Appendix 
C-4 Table 4 indicate that the most frequent cause of visits among the disabling conditions 
category was for hypertension. This disorder accounts for over 31% of tfie visits, higher 
than that reported by the other three centers. The second major reason was reported to be 
for mental disorders. This category accounted for 24% of tfie visits, more tfian twice tfiose 
reported by tfie otfier centers. This may be attributed to tfie loss of jobs in tfie forest 
industry in tfie Pacific Northwest The tiiird cause of ou^atient visits in tfiis analysis was 
due to bronchitis, which is reasonably explained by tfie environment:, characterized as 
having tsevere seasonal rainfall 

The last clinic analyzed, tfie San Diego Airi'rican Healtfi Center, is located in die 
southem-most part of tfie state. As a rural clinic, utilization of services at the San Diego 
center reflects tfiose needs of an urban population. Such problems as drug abuse, 
disorders of tfie spme, and a high incidence of alcohol abuse were evident 

The primary reason for outpatient visits by Indian client was for hypertension 
(25.8%). As stated earlier, tius is not significantiy different from tfie perccnts reported by 
the otfier centers. The second leading reason for outpatient visits was for arthritis (15.1%). 
No otfier healtfi center reported tfiis condition, otfier tfian Trinidad which reported tfiat 
2.7% of tfieir clientele were seen for this condtion. And tfie third largest utilization 
category reponed was for alcohol abus^dependency (14.6%). This is an extremely high 
reporting category, especially in comparison witfi tfie otfier centers. Agam, as a large urban 
center, having a unique clientele reflective of tfie needs of a particular group, tfie location of 
this'Indian center may account for this observation. 

An analysis of tfie data presented by tfie four Indian centers tfius far reflect a trend 
towards tfie increase of certain chronic conditions among Indian patients. Hypertension 
and diabetes mellitus (Type II) were seen among tfie vast majority (approximately 50%) of 
all Indian clients. Secondary complications of botfi disorders have a high probability of 
resulting in disabling conditions. Thus tfiese conditions are of significant concern. These 
conditions may indicate a more strious disability problem among tfie Indian population not 
yet identified. 

Mental disorders and alcoholism, altfiough reported in differing order of frequency 
at tfie centers, was seen to be significant at two of tfie four centers. Hie San Diego center 
reported a significantiy higher case load of client utilization due to alcohol compwed to all 
other centers; and tfie Trinidad center reported an overwhelmingly high percent of mental 
disorders as primary diagnosis mhck health center. This indicates a continuing concern 
for these problems. 

The lack of data on the prevalence of specific disabilities among California's 
Indians preclude concrete statements regarding tfie extent and type of disability in tfiis 
population. However, tfiesc data presented above do indicate that Indians seen at tfiese 
Indian Healtfi Centers present witfi much tfie same healtfi problems as Indians nation-wide. 




The last data source to be analyzed was the State of California Children Sendees. 
Health and welfare services ar? provicted to children in need of care in California. This 
department reported serving 0.8% of the total population in California under the age of 18 
years in fiscal year 1982-83. Further, it reported serving 0.2% of the total Indian 
population* Appendix C-4 Table S indicates that the major condition seen among Indian 
children receiving services is congenital anomalies (20.3%). The second most frequent 
condition seen was disorders of the nervous system and sense organs (16.2%), and the 
third was imported to be certain perinatal conditions (13.2%). 

Eighty-two out of 674, or 13% were fiom Los Angeles. The second.highest 
county of reported cases came fiom Humboldt County with 67 cases or 10.7% of the total 
Indian cases. Aldiough previous discussioiis e?qplainei the high incidences of disabilities 
among Indians in Los Angeles County Q.e. largest Indian population and a major urban 
area providing special services), die explanation for Humboldt County having the second 
highest rqported cases served by Children Services is not yet determined. Humboldt 
County is a rural northern county near the Hoopa Reservation. Further examination of this 
finding is needed 

£fiSllli& 

It is quite difficult to make concrete statements about these data because they are so 
incomplete. What was obtained^ however, indicates that the disabled Indian population 
either does not use existing support services, or finds it necessaiy to move to the city to 
obtain better access to them. Vidians are severely underrepresented in the clientele of the 
disability service programs operated via the State of CaHfomia. Regardless, existing data 
point to die fact that the disabled Indian minors die total disabled population in California in 
terms of category of disability and reported characteristic of this specific population. There 
are, however, indications that the Indian in California may suffer fiom mental and 
emotional problems in greater magnitude that the state's general population. Census data 
on institutional confinement report greater confinement of Indians in mental and other 
instimtions dian the state as a whole. Additionally, health problems such as alcoholism 
consituted a major category for service needs by die State Rehabilitation Program and by 
San Diego American Indian Healdi Center. 

The Indian in California does not seem to be significandy different from the total 
Indian disabled population in die U. S. in terms of healdi problems. The concern is 
directed at die lack of accurate data on die imvalence by type of disablility among this 
group. Given such data, access and utilization of services can dien be more adequately 
discussed. 

Furdier research is needed in California on die prevalence and types of disabilities 
among the Indian population . The current lack of data on healdi conditions and overall 
status of the Indian population will soon be resolved with the development of a 
computerized database system being implemented at the various Indian healdi care 
programs. It is estimated that data on healdi conditions and utilization of services will be 
more easily accessed in die fiiturc. 

Data, however, on disabilities among California's Indians may remain inaccessible 
widiout furdier research. A well designed survey is needed to identify the disabled Indian 
in California, in order for services and appropriate intevention strategies to be designed and 
implemented. 

Aldiough diere exists limitcd^data pertaining to die disabled Indian in California, 
indications from secondary sources clearly point to healdi problems associated with 
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disabling conditions. Indian health care program: report high utilization of their services 
for conditions which have a high probability of leading to a disabling condition. Two 
conditions,hypcrtension and diabel 3, arc also reported high among tiie total population of 
Indians in the United States. Alcoholism and mental conditions was also noted to be a 
condition requiring rehabilition services. 

Ths disabled Indian is severely underrepresentcd in State programs designed for the 
habilitation and rehabilitation of individuals with a handicapping condition. However, tiiey 
reflect the same problems, proportionally, as seen among the general population in 
California, The leading causes of death among tiie Indian population is similar to tiiose, in 
Older of cause, of Indies nation-wide. Additionally, problems such as alcoholism and 
mental illness are identified as leading causes of outpatient care which are also rqported as 
serious problems by die Indian Healtii Service for Indians in other states. From tiiese 
findings, conclude that the health and disabling conditions of Califomiu's Indians jre 
not significally different from other Indians across die nation. What is needed, however, is 
further research to document tiie prevalence of disabling conditions b\' type in order to meet 
the needs of this population. 
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Appendix C-4 Table 1 

Distribution of Indian and Total State Clients Reporting Developmental 
Disabilities in California by Select Categories, 1986 



Category Indian Percent Total CA Percent 



Mental Retardation 48.0 52.6 

Epileipsy 18.3 15.8 

Ccrebal Palsy 12.0 11.8 

CerebalPalsy and Autism 12.0 10.2 

Autism ' 2.1 3.7 

Cercbal Palsy/Epilepsy/Autism L8 2.4 

Not Reported/odicr/unknown 5.8 3.5 

TOTAL lOOiO lOOO 



SOURCE; White, J;, Chief, Data-Based Planning Section, California 
State Department of Developmental Services, 1987 



Appendix C-4 Table 2 



Distribution of Disabled Indian Slate Rehabilitation Clients 
by Select Condition, 1986 



Physical Disability 


Frequency 


Percent 


Physical 


268 


42.4 


Alcohlism 


178 


28.2 


Drug Addiction 


55 


8.7 


Psycho/neurosis 


48 


7.6 


Mental Retardation 


22 


3.4 


Other Visual 


17 


2.7 


Blind 


12 


1.9 


Deaf 


12 


1.9 


Other Hearing 


10 


1.6 


Other Mental 


10 


1.6 


TOTAL 


632 


100 



SOURCE: California State Department of Rehabilitation, 1987. 
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Appendix C-4 Table 3 



Distribution of Disabled Indian State Rehabilitation Clients 

by Age, 1985-86 



Age 






Cumulative 


Cumulative 


Frequency 


Percent 


Erequency 


Percent 


20 and under 


74 


11.7 


74 


11.7 


21-30 


190 


30.0 


264 


41.7 


31-40 


198 


31.3 


462 


73.0 


41-50 


123 


19.4 


585 


92.4 


51 and over 


48 


7.6 


632 


100.0 



SOURCE: California State Department of Rehabilitation, 1987 
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Appendix C-4 Table 4 



Distribution of Clients by Select Disabling Condition for Shasta-Trinity, 
Trinidad, Sacramento, and the Trinidad Indian Health Center, 1986 



Disorder 


Shasta-* 

Trinity 

Percent 


Trinidad** 
Percent 


Sacramento* 
Urban 
Percent 


San Diego* 
Percent 


Hypertension 


27.8 


31.1 


25.9 


25.8 


lAsJb&es 


22.2 


5.6 


20.4 


9.1 


Other msclskltl 


12.9 


■ N/A 


7.4 


N/A 


Bronchitis 


3.7 


11.8 


1.0 


2.0 


Mmtai Dis/Neuroses 


7.4 


24.0 


9.2 


8.1 


Other Bohe^oint 


5.6 


9.7 


1.9 


N/A 


Rheumatoid Aitinitis 


0.9 


N/A 


3.7 


N/A 


Alcoholism 


3.7 


N/A 


1.9 


14.6 


Epilep^/Convulsions 


1.6 


N/A 


N/A 


1.5 


Malignant Neoplasms 


0.9 


0.5 


N/A 


N/A 


Dx of Nervous Sys 


0.9 


N/A , 


1.9 


N/A 


Rheumatic Fever 


0.9 


N/A 


N/A 


0.5 


Cerebrovascular 


0.9 


0.2 


N/A 


N/A 


AH othdrrespkatory 


5.6 


N/A 


5.5 


N/A 


Osteoardmtis 


3.7 


N/A 


1.9 


N/A 


Disorders of Spine 


0.9 


N/A 


5.5 


1.5 


Drug Abuse 


N/A 


N/A 


5.5 


9.1 


Down Syndrome 


N/A 


N/A 


N/A 


1.0 


Diabetic Rtnopthy 


N/A 


0.5 


N/A 


N/A 


Chronic Airway Obs. 


N/A 


0.7 


N/A 


N/A 


Low Back Pain 


N/A 


4.9 


N/A 


N/A 


Nephritis 


N/A 


1.6 


N/A 


N/A 


Arduitis 


N/A 


2.7 


N/A" 


15.2 


Asthma 


N/A 


6.7 


N/A 


N/A 


Deformities of Hip 


N/A 


0.5 


N/A 


N/A 


Hepatitis 


N/A 


2.0 


N/A 


N/A 


Hearing Loss 


N/A 


2.5 


N/A 


N/A 


Cardiovascular 


N/A 


6.6 


N/A 


N/A 


Total 


99.6 


91.7 


88.4 


111.6 



♦Reflects 2 months of data 
♦♦Reflects 12 months of data 
Note: Totals do not include small numbers in categories not shown 

SOURCE: California Rural Indian Health Board/California Urban 
Indian Health Center, 1987. 
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Appendix C-4 Table 5 

Distribution of Indian Clients Receiving Services by Disabling Condition, 

Childrens Services, 1986 



Condition Frequency Percent 



Congenital anomalies 


154 


20.3 


Nervous system and sense organs 


123 


16.2 


v^enain pennaiai conoiuons 


1 r\A 
lUO 


13.2 


"A" codes 


91 


2.0 


Lijuiy and poisoning 


75 


9.9 


1/igwSuvc sysiCiii 


oU 


7.9 


Musculoskel and connective tissue 


48 


6.3 


All other diagnoses 


33 


4.4 


Endocr» nutri» metabol» immun 


15 


2.0 


Benign and unspec neoplasms 


12 


1.6 


Circulatory ^stcm 


11 


1.5 


Genitourinary system 


9 


1.2 


Malignant neoplasms 


8 


1.0 


Blood and blood organs 


5 


0.7 


"V" codes 


5 


0.7 


Infective and Parasitic 


3 


0.4 


Respiratory system 


3 


0.4 


Skin and subcutaneous tissue 


2 


0.3 


Total 


757 


100.0 



SOURCE: California State Childrens Services, 1987. 
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Appendix C-5 



Navajo Indian lEIealth Service 
Pediatric Handicap Register, 1987 



Rank 




Total Number 


Male/Female 


Older 


Condition 


on Register 


Ratio 


1 


Devel(piiental delay 


554 


2.3 


2 


Seizure disorder 


276 


1.3 


3 


Language/speech 


189 


1.5 


4 


Meningitis 


180 


1.4 


5 


Prematurity 


178 


1.7 


6 


Ceibral palsy 


171 


1.2 


7 


Mratalietardation 


137 


1.3 


8 


FAS/FAE 


135 


1.3 


9 


Spastic quadraplegia 


104 


1.4 


10 


Failure to thrive 


71 


2.4 


11 


Spastic hemiplegia 


69 


1.3 


12 


CoDgenital dislocated hip 


67 


0.4 


13 


HYLX)tonicity 


66 


1.9 


14 


Q^ngcnital anomanes 
Down's Syndrome 


59 


1.8 


15 


53 


1.8 


16 


Dysmorphic 


50 


1.5 


17 


Hearing los^^paired 


45 


0.9 


18 


Hydrocephaly 


45 


1.0 


19 


Qeftlip^palate 


44 


1.3 


20 


Microcephaly 


41 


1.6 


21 


Congenital heart disease 


28 


1.2 


22 


Blindnes^A^ual impamnent 


27 


0.9 


23 


Psychiabic/behavioral problems 


26 


0.9 


24 


Misc. neuromuscular (Usorders 


13 


0.4 


25 


Trauma/accidents 


4 


1.0 


26 


Pulmonary disorders 


4 


3.0 



Source: Navajo Area Indian Health Service, 1987 
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Appendix C-6 

Billings Area Indian Health Service 
Pediatric Handicap Register, !987 

1987 



Rank 
Order 


Condition 


Total Number 
on Register 


Male/Female 
Ratio 


1 


Seizure disorders 


109 


1.5 


2 


Pulmonary disorders 


78 


0.8 


3 


Developmental delay 


70 


1.3 


4 


Language & speech delay 


67 


1 6 


5 


Prematurity 


47 


0.8 


6 


FAS/FAE 


46 


0 6 


7 


Qeftlip/palate 


43 


2.3 


i< 


Congenital anomaKss 


39 


0.9 


9 


Orthopedic disorders 


33 


0.7 


10 


Mentdietardadpn 


32 


1.0 


11 


Deaf or hearing loss 


29 


1.4 


12 


Psychiatric problems 


18 


1.5 


13 


Congenital heart dis. 


18 


1.0 


14 


Visiial Impairment 


17 


0.8 


15 


Cerebral palsy 


17 


0.8 


16 


Endocrine disorders 


13 


1.6 


17 


Meningitis/encephalitis 


12 


1.0 


18 


Misc. neuromusc. dis. 


11 


0.8 


19 


Hydrocephalus 


7 


6.0 


20 


Trauma/accidents 


6 


1.0 


21 


Down Syndrome 


6 


1.0 


22 


Meningomyelocele 


3 


2.0 


23 


Cancer/tumors (mal.) 


3 


2.0 



SOURCE: Billings Area Indian Health Service, 1987 
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Appendix C-f 

Alaska Native Health Service 
Pediatric Handicap Regist(3r 



1987 



Rank 


■ 


Total Number 


Male/Female 


Order 


Condition 


Register 


Ratio 


1 


Prematurity 


293 


1.3 


2 


Seizure disorder 


287- 


1.5 


3 


Congenital heart dis. 


256 


1.1 


4 


Mental retardation 


255 


1.4 


5 


Msc.neuromusc. dis. 


246 


1.2 


6 


dhhopedic disorders 


196 


1.3 


7 


Meningitis 


187 


1.2 


8 


Puhnonaiy disorders 


182 


2.1 


9 


P^'chijrtric problems 


147 


1.8 


10 


Cerebral palsy 


142 


1.3 


11 


Failure to thrive 


111 


1.8 


12 


Congenital anomalies 


97 


0.9 


13 


Trauma/accidents 


89 


1.9 


14 


BlindnessMsual impair./ 
eye disorder 


87 


1.2 


15 


Language/speech delay 


66 


1.4 


16 


Deal^eaiing loss 


57 


1.0 


17 


Endocrine disorder 


53 


0.7 


18 


Fetal alcohol syndrome 


46 


1.4 


19 


Developmental delay 


43 


1.4 


20 


Cancer/tumors 


43 


1.4 


21 


Hydrocephalus 


33 


1.2 


22 


Down Syndrome 


31 


1.6 


23 


Qeft palate/cleft lip 


30 


1.0 


24 


Encephalitis 


12 


1.0 


25 


Meningomyelocele 


8 


1.7 



SOURCE: Alaska Native Medical Center, Pediatric Department, 1987 
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Appendix C-8 

Southwest Alaska Native Children Frequency and Rate 
per 1,000 population by Health Problem, 1987 



Condition Number Rate/1000 pop. 



Heart. Problems 72 136.0 

Bronchiectasis 18 34.0 

Mental Retardation 16 3o!o 

Speech Lmpairments 4 7.5 

Deafness 3 5.7 

ffip Dysplasia 2 3:8 

Blmdness 2 3^8 

Organic Brain Syndromes 2 3^8 

Other 5 



Source: Centers for Disease Control, 1987. 
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APPENDIX D-1 



Unemployment Rates of American Indians Compared to the 
Total U.S. Civilian Labor Force by State 
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REGION I 



Mains 

The 1980 Census showed that there were approxunately 1,124,660 persons living in 
Maine which ranks at 38th in size in Ae nation. There were 4,087 American Indians living 
in Maine which ranks 43rd in.the natioti. There were approximately 2,951 American 
fiidians living on and adjacent to reservations in Maine ^lA, 1987) of which 728 
individuals 16 years and older wtSe employed TThere.wCTC 454 persons unemployed 
resulting m an imemplojntncnt rate of 38%, tiuee percentage points lower than the average 
unemploj^ht rate for Amoican Vidians in the 28 targeted states and nearly 33% higher 
than the iineb^loyment rates in Maine for civilian woricers in 1986. Unemployment rates 
based upon 1980 U.S. Census figures for Maine were 28.1% for American Indians living 
on reservations, 16.6% for all Aderican Indians, and 7.6% for tiie total state population. 



REGION n 

New York 

There were 17,557,288 residents in New York in 1980 which is a rank of two in size 
among tiie anx)ng die 50 states. There were 38,732 American Indians living in New York 
which is a rank of 1 Itii for tiie nation. In 1986, tiiere were 12,3 14 American Indians living 
on and adjacent to reservations of which 2,501 aged 16 and over were employed. TTiere 
were 2600 persons unemployed resulting in an iinemployment rate of 51%, 10 percentage 
points higher tiian die average unemployment rate for American Indians in the 28 targeted 
states and which is nearly 45%. higher tiian die unemployment rate for civilian woikers in 
New York in 1986. Unemployment rates for New York based upon 1980 U.S. Census 
figures were 30.6% for American Indians living on reservations, 15.7% for dl Indians, 
and 7.1% for > total state population. Three of nine reservations were not included in die 
figures for Aiu%dcan Indians living on reservations because of small numbers identified by 
tiie U.S. Census. 



REGION IV 

The 1980 Census showed tiiat tfiere were approximately 9,739,992 persons living in 
Rorida which results in a national rank of 7tii. Tliere were 19,3 16 American iidians in 
Rprida which ranks the state 17tii. There were 2,025 Indians living on and adjacent to 
reservations in Rorida (BIA, 1987) of which 671 persons 16 years and older were 
employed. There were 245 individuals unemployed resulting in an tmemployment rate of 
27%. This figure is 14% lower tiian the 28 state average for American Indians and 4% 
lower than the Region IV average unemployment rate. There was a 21% difiference 
between unemployed American Indians and tmemployed civilian workers in Rorida during 
1986. Unemployment rates for Rorida based upon 1980 U.S. Census figures were 17.9% 
for Ammcan Indians living on reservations, 10.3% for all Indians, and 5.1% for die total 
state population. 

Mississippi 

Mississippi ranked 3 1st in size in the nation witii 2,520,638 residents in 1980. The 
state ranked 38tii in the nation witii an American Indian population of 6,180. In 1986, 
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there were 4,832 Indians living on or adjacent to reservations and 1,893 persons 16 and 
over were employed. There were 670 individuals unemployed resulting in a 26% 
unemployment rate. This rate is 15% lower than the unemployment rate for American 
Jndians ih the 28 targeted states, 5% lower than the rate for Region IV, and 14% higher 
than the civilian unemployment rate for Mississippi in 1986. Unemployment rates for 
Mississipipi based upon 1980 U.S. Cenus figures were 18.1% for American Indians living 
on reservations, 10.7% for all Indians in the state, and 7.1% for the total state population. 

North Camlina 

There were 5,874,429 persons living in North Carolina in 1980 which ranks the state 
lOtli in size in the nation. North Carolina ranked 5th in the number of American Indians 
with 64,635. In 1986, there were 6,1 10 American Indians living on and adjacent to 
reservations of which-1,085 persons 16 and over were employed. There were 710 
unemployed persons resulting in a 40% unemployment rate. This rate is the highest for the 
targeted states in Region IV, close to the average unemployment rate for American Indians 
in the 28 targeted states and 33% higher than the total civilian unemployment in North 
Carolina for 1986. Unemployment rates for North Carolina based upon 1980 U.S. Census 
figures were 21.1% for Indians living on reservations, 9.5% for all Indians in the state aiid 
5.1% for the total population. 



REGION V 

Michigan 

In 1980, Michigan ranked 8th in size in the United States with 9,258,344 residents. 
Michigan ranked 10th among the states with an American Indian population of 40,038. In 
1986, over one fourth of the American Indians living in Michigan lived on and adjacent to 
reservations (10,155). Of those, 2,066 were employed and 2,407 were unemployed 
resultmg in an unemployinent rate of 54%. TMs rate is second highest for the targeted 
sL.tes in Region V, 13% higher than the unemployment rate for American Indians in the 28 
targeted states and six times nigher than the unemployment rate for the total civilian labor 
force in Michigan for 1986. The 1980 U.S. Census showed unemployment at 32.4% for 
Indians on reservations in Michigan, 21.5% for all Indians in the state and 11% for the total 
state population. Three of seven reservations were not included in the unemployment 
figmres for Indians on reservations because of small numbers identified in the U.S. 
Census. 

Minnesota 

Minnesota had 4,077,148 residents in 1980 which represented a rank of 21st in size 
for the nation. There were 35,026 American Indians living in Minnesota ranking the state 
13th in the nation. Over half (18,288) of the Indians lived on and adjacent to reservations 
in 1986. Of these persons, 2,698 were employed and 3,993 were unemployed resulting in 
a unemploynaent rate of 60%. Minnesota had the highest unemployment rate in the targeted 
states in Region V, and was 19% above the rate for American Indians in the targeted 28 
states. The unemployment rate for American Indians on or near reservations was 10 times 
higher than the rate for the total civilian workers in Minnesota during 1986. The 1980 
U.S. Census estimates of unemployment for bidians living on reservations in the state was 
33.9%, for all Indians Minnesota it was 20.5% and the total population unemployment was 
5.4%. Two of 12 reservations were not included in the unemployment figures for Indians 
on reservations because of small numbers identified in the U.S. Census. 

257 



•56- 



Wisconsin 



Wisconsin had 4,705,335 residents in 1980 ranking the state at 16th in the nation. 
The state is ranked 14th in the nation in relation to total ^erican Indian residents with 
29,497. Over two thirds (20,502) of the Indian population lived on and adjacent to 
reservations in 1986* Of those persons, 4,531 were employed and 2,840 were 
unemployed resulting in an unenq)loyment rate of 39%, Tliis rate is the lowest of the 
targeted states in Region V and 2% lower than the average unemployment rate for American 
Indians in the 28 targeted states; The rate is over 5 times the unemployment rate for the 
total civilian workers in Wisconsin during 1986. The unen^loyment rates for Wisconsin, 
based upon the 1980 U.S. Census were 37:5% of Indians living on reservations, 16*1% 
for all Indiana in tiie state, and 6.6% for the total state population* 



REGION VI 

Louisana ranks 19th in size among the states with a population of 4,203,972 
residents. Of this number, 12064 were American Indian and ranks the state 25 nationally 
in this respect Louisiana had an unemployment rate of 13% for the total poplulation and a 
rate of 41 % for the Indian Poplulation* Ttus rate for American Indians Is 3 times higher 
than for the total state rate and ranks as the highest of any state within Region VL The 
targeted states in Region VI as a whole have an unemployment rate of 29%« The 1980 

Census estimates of uiiemployment were 1L1% for Indians living on reservations, 
9A% for all Indians in the state and 6.0% for the total population* One of two reservations 
was not included in the unemployment figures for Indians on reservations because of the 
small numbers identified in the IJ*S. Census* 

New Mexico 

New Mexico had a total population of 1,299,968, which ranks the state 37th 
nationally* It also has an American Indian population of 104,777 which ranks 4tii 
nationally in total American Indian population* New Mexico's American Indian population 
also represents 8% of the total state population* New Mexico residents as a whole had an 
unemployment rate of 9*2% while the American Indian population experienced a rate of 
28%* TMs rate is 3 times higher than the total state rate* The unemployment rates for New 
Mexico based upon the 1980 U*S* Census were 21*5% for Indians living on reservations, 
14*6% for all Indians in the state and 7* 1% for the total state population* One of 26 
reservations is not included in the unemployment figures for Indians on reservation because 
of the small numbers identified in the U*S* Census* 

Oklahoma 

A total of 3,025,266 residents lived in Oklahoma in 1980, compared to 169,464 
Americans Indians in the State* Oklahoma ranked 26th in size among all states for total 
population and 2nd in Indian Population* Oklahoma had an unemployment rate of 8*2% 
for the total population and a rate of 20% for the American Indian population* This rate for 
American Indians is more than two times higher than for the state rate* Oklahoma has ^he 
lowest Indim unemployment rate of those states in Region VI* The unemployment rates 
for Oklahoma based upon the 1980 U*S* Census were 21*3% for Indians living in tribal 
historic areas, 8*4% all Indians within the state and 4*1% for the total state population* 
Tv/o of 29 historic areas were not included in the unemployment figures for Indians living 
in historic areas because of the small numbers identified in the U*S* Census* 
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Texa*; 



Texas had a total population of 14^28,383 citizens and a American Indian population 
of 40,074 in 1980. Hie total population of Texas ranked 3rd nationally and tiie American 
Indian population ranked 9th in this respect Texas total peculation experienced an 
unen^lojfment rate of 8.9% while the Ammcan Indian population experienced a rate of 
26%. Tms fate for American Indians is almost three times hi^er than the total 
unen^loymrat rate for the state. The Texas total uriemploynient rate ranked 3rd for tiiose 
states in Region VL The American Indian unemployment rate also ranks 3rd for Indians in 
■ tiiis Region. The 1980 U.S. Census estimates of unemployment were 20.2% for Indians 
living on reservations, 5.8% for all Indians in die state, and 4% for die total state 
population. 



REGION VII 

Iowa 

Iowa ranks 27di in size nationally with 2,91S 287 residents in 1980. Of tiiese persons, 
5453 were Arnerican Indian. IWs figure ranks Iowa 40tii of all states nationally for 
American Indian population. American Indians in Iowa have an unemployment rate of 
59% while die total population experienced a rate of 7%. Iowa ranks 1st along witii 
Nebraska for those targeted states in Region VH for die highest American Indian 
unemployment rate. This rate is 18% higher dian die unemployment rate for American 
Indians in the 28 targeted states and is eight times higher dian die unemployment rate for all 
Iowa residents. Region Vn has a total Indian unemployment rate of 44%, diis figure is 3% 
higher dian die rate for all 28 targeted states. The unemployment rates for Iowa based upon 
die 1980 U.S. Census was 28.2% for Indians living on reservations, 15.4% for all Indians 
in die state and 5% for die total population. 

Accordmg to die 1980 Census, diere was a total ot 2,363,208 people living in 
Kansas in 1980. This figure ranks Kansas 32nd nationally for total population. The 
American Indian population of Kansas was 15,371, which ranks die state 21st. American 
Indians experienced an unen^loyment rate of 13% and die total population had a rate of 
5.6%. The rate for Indian unemployment of Kansas is twenty-eight percent lower dian die 
rate for die 28 targeted states. Kansas has die lowest Indian unemployment rate of any 
state widiin dus Region. 1980 U.S. Census unemployment estimates for Kansas were 
36% for Indians living on reservations, 10.4% for die' total state Indian population, and 4% 
for the total population. 

Nebraska 

Nebraska ranks 35di in size nationally widi a total population of 1,570,006. The 
American Indian population of die state had been estimated at 9197, according to die 1980 
U.S. Census. This number ranks Nebraska 30di nationally in total American Indian 
population. The total population of Nebraska had an unemployment rate of 5.1% while die 
American Indian population experienced a rate of 59%. This rate for American Indian 
residents ranks 1st along widi Iowa for any state in Region Vn. The unemployment rate 
for Ainerican Indians in Nebraska is more dian eleven times higher than for the total state 
population. The American Indian rate is also 18% higher dian tlie rate for all 28 targeted 
states. The 1980 U.S. Census showed unemployment rates foi: Indians living on 
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reservations at 31.4%, 17.8% for the total state Indian population and 3.7% for the total 
population. 



REGION Vin 

Colorado 

Colorado ranks 28th in size anoong the SO states with a total population of 2,888,834 
residents in 1980. Colorado also ranks 19th nationally in regards to the American Indian 
population with 18,059 Indian residents. The total population of Colorado had an 
unen^loyment rate of 7.1% while tiie total American iidian population had a rate of 27%. 
This rate for Indian residents is almost four times higher tiian for the rate of ti;e population 
as a whole. Colorado's Indian rate ranked fourth for all states in Region Vm for Indian 
uncn^loyment The Indian unemployment rate is also 16% lower tiian die rate for die 
Region as a whole. The unemployment rates for Colorado based upon the 1980 U.S. 
Census were 24.3% for Indians living on reservations, 10.7% for all Indians in tiie state, 
and 5% for tiie total state pq>ulation. 

Montana 

Mratana ranks 44tii nationally in size witii a total resident population of 786,690 as 
of 1980. Montana's American Indian population was 37,270 in 1980 which ranks tiie 
state 12tii nationally in total Indian population. American Indians in Montana experienced 
an unemployment rate of 45% in 1986, while tiie total population had an unemployment 
rate of 7.9%. Indian unemployment in Montana is more tiian five times tiie rate for the 
non-Lidian population. The rate for Montana's Indians is 4% higher tiian tiie rate for tiie 
All Indians in tiie targeted 28 states and ranks tiie state fourth among tiiose states in Region 
Vin. The 1980 U.S. Census estimates of unemployment for Indians living on reservations 
was 37.3%, 20.3% for all Indians in tiie state and 8.3% for the total population. 

North Dakota 

North Dakota ranks 46tii in size nationally witii a total resident population of 652,695 
as of 1980. Of tiiese persons, 20,157 are American Indians. This number ranks North 
Dakota 16tii nationally for Indian populations. All North Dakota residents experienced an 
unenq)loyment rate of 6.4%, while the American Indian population experienced'a rate of 
51%. The American Indian unemployment rate of North Dakota ranks 3rd of all states in 
Region Vin and is 10% higher tiian tiie rate for all 28 targeted states. The unemployment 
rates for North Dakota based upon the 1980 U.S. Census were 36.7% for Indians livir ; 
on rcservatioi: ■;, 19.2% for all Indians witiiin tiie state, and 5.3% for tiie total population. 

South Dakota 

Soutii Dakota ranks 45tii in size nationally witii a total population of 690,178 as of 
1980. Soutii Dakota also has an American Indian population of 45,101 and ranks 8tii 
nationally. American Indians living in Soutii Dakota had an u-iemploymentratc of 61% in 
1986 while tiie unemploytnent rate for die total Soutii Dakota population was 4.6%. Ihe 
rate for American Indians is more tiian 13 times tiie rate for. die total pcpuLw^.. of South 
Dakota. Soutii Dakotas Indian unemployment rate ranks first of any state in Region VIIL 
The rate-, for tiie total Soutii Dakota population is die lowest of any state in die targeted 28 
arid die rate for Americri" Ind'ans is die highest of any state in die targeted 28. The 
unemployment races for Soutii Dakota based upon tiie 1980 U.S. Census were 36.6% for 
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Indians living on reservation : > 203% for all Indians in the state and 49% for the total state 
population* 

Utah 

Utah had a total resident population of 1,461,037 in 1980, which ranked it 36th 
nationally. Hie American Indian population of Utah is 19,256, which ranks the state 18th. 
The total resident unenq)loyment was 5J% while the American Indian rate was 22%. The 
American Indian rate is ahnost four times higher tlian the total resident rate for the state. 
The rate for American Indians in Utah also ranks the state sixth in Region Vni and is 21% 
lower than the total regional rate. The Utah American Indian unemployment rate is 19% 
lower than the rate for all the 28 targetea states. The 1980 U.S. Census estimates of 
unemployment for Indians living on reservations was 38.4%, 12.8% for the total Indian 
population, and 5.5% for the totd state population. One of four reservations were not 
included in the unemployment figures for Indians on reservations because of the small 
numbers identified in the U.S. Census. 

Wvoming 

Wyoming ranks 50th of all the states nationally in total population with 470,816 
residents in 1980. The American Indian population is 7,125 and ranks tha state 37th in 
total Inian population. Amaican Indians in Wyoming experienced an.unemployment rate 
of 53% while tiie total resident population had a rate of 9.3% in 1986. The rate for 
Wyoming's Indian population is more than five times the rate for the total resident 
population of tiie state. The Indian rate ranks 2nd in the Region behind South Dakota and 
is 10% higher than all states in the region. The Wyoming Indian rate is also more than 
seven-tunes higher than the total population rate for all the states in Region VH The 
unemployment rates for Wyoming based upon the 1980 U.S. Census were 30,2% for 
Indiakis on reservations, 8.2% for all Indians in the state, and 4.1% for the total population. 



REGION IX 

Arizona 

The total population of Arizona in 1980 was 2,717,866 which ranked the state 29th 
nationally. Arizona's Amaican Indian population was 152,857 in 1980 and ranked the 
state 3rd nationally. The total resident population of Arizona had a unemployment rate of 
6.8% while the American Indian population had a rate of 45%. The American Indian rate 
was more than six times higha: than the total population rate and is ranked 2nd of the 
targeted states in Region IX. The Indian rate is also 1% higher than the total 28 targeted 
state rate. The iidian rate of Arizona is 3% higher than the average rate for all Indians in 
Region DC, which was 42%. The unemployment rates for Arizona based upon the 1980 
U.S. Census were 27.5% for Indians living on reservations, 14.4% for all Indians in the 
state, and 6.2% for tiie total population. Three of 22 res^rv ations were not included in the 
unemployment figures for Indians living on reservations because of the small numbers 
represented in the U.S. Census. 

California 

California ranks 1st nationally in size with 23,668,562 total residents as of 1980. 
The American Indian population of California also ranks 1st nationally witii 20i,31 1 
American Indians with the majority of these residing in urban areas of the state. Americrui 
Indians in California had a unemployment rate of 47% while the total population had a rate 
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of 6.7%. The American Indian rate is seven times higher than the total population rate. 
The unemployment for American Indians in California ranks 1st of ail targeted states in 
Region DC and is 6% higher than the rate for all 28 targeted states. The unemployment 
rates for California based upon the 1980 U.S. Census were 34.2 ;^ for Indians living on 
reservations, 11.8% for all Indians in the state and 6.5% for the total population. Thirty- 
six of the 76 reservations and rancherias were not included in the unemployment: figures lor 
Indians on reservations because of the small numbers represented in the Census. 

Nevada 

Nevada ranks 42nd in size with 799,184 residents as of 1980. The American Indian 
population of Nevada is 13,304 and ranks the state 22nd nationally. American Indians in 
Nevada experienced an unen5)loyment rate of 35%, while the total popualtion had a rate of 
6.2%. The rate for American Indians is more than five tunes higher than the total 
pqpulation rate and is 7% lower than the region DC rate for Indians and 6% lower than the 
toml rate for Indians in all 28 targeted states. The 1980 U.S. Census estimates of 
uuen^loyment for American Indians living on reservations was 27.5%, 10.7% for all 
Indians in the state and 5.9% for the total population. Two of 19 reservations were not 
included in the unenq)loymsnt figures for Indians living on reservations because of the 
small numbers represented in the Census. 



REGION X 

Alaska 

Alaska ranks 51st in size among all the states with a population of 400,481. The 
American Indian population is 64,047 as of 1980 for ihc state. The American Indians 
experienced an unemployment rate of was 50% and this is more than four times the rate of 
the total population of Alaska which is 10.9%. The American Indian rate ranks 2nd among 
all targeted states in Region X and is 7% higher than the total rate for all the states in the 
region. The unemployment rates for American Indians in Alaska based upon the 1980 
U.S. Census were 26.2% for Alaskan Natives living on reservations, 20.3% for all 
Indians within the state and 9.7% for the total population. Native villages and corporations 
were not included in the unemployment rates for Indians on reservations because of small 
numbers represented in the U.S. Census. 

Idaho 

Idaho ranks 41st in iize with 943,935 total residents as of 1980. The American 
Indian population of Idaho- is 10,521 and ranks the state 26th nationally. The totad 
unemployment rate of Idaho was 8.4% while the American Indian rate was 44%. The 
American Indian rate was more than five times the rate of the total population of the state. 
The American Indiaii rate also ninked 3rd of all states in Region X. The 1980 U.S. Cfensus 
unemployment estimates were 33.6% tor Indians living on reservations, 17.8% for all 
Indians in the state and 8% for the total state population. One of four reservations was not 
included in the unemployment figures for Indians living on reservations because of the 
small numbers represented in the Census. 

Oregon ranks 30th nationally in terms of total population with a total of 2,632,663 
residents. The American Indian population of the state is 27,309 and ranks 15th overall. 
American Indians in Oregon experienced an unemployment rate of 26% , while the total 
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state experienced a rate of 8.5%. The Indian rate is three times the state rate and is 17% 
lower than the rate for Indians in all targeted states in Region X. Unemployment rates for 
Oregon based upon the 1980 U.S. Census were 31.5% for Indians living on reservations, 
17.3% for all Vidians within the state and 8.3% for the total population. 

Washington 

Washington ranks 20th in size with a population of 4,130,163. Of these persons, 
60,771 are American Indians and ranks the state 7th nationally. The totsd wsident 
popuMcMi of Washington e3q>erienced an unen5)loyment rate of 7.9% and the Am.erican 
Indian population had a rate of 53% for 1986. 'fee American Indian rate is more than six 
times die rate for the total resident population of die state. Washington's Indian 
unenq)loyment rate ranks ist of all states in Region X and is 12% higher than the average 
Indian rate of all targeted states. The 1980 U.S. Census unemployment estimates for 
AniCTican Indians living on reser/ations was 35.7%, 16.2% for all Indians in die state, and 
7.4% for the total population. Five of 25 reservations were not inclu(ted in the 
unemploym^^nt figures for Lidians living on jieservations because of the small numbers 
represented in the U.S. Census. 
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APPENDIX D-2 

Occupational Participation of American Indian and 
Civilian Labor Force (16 Years and Over) 
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Table 1 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Maine by Sex 



Occipitions by 
Major Groupings 



Amaican Indian Civilian 

Civilian Labor Force Labor Force 

M F M F 

% % % % 



Managerial & Professional 
Specialty 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



14.0 140 20.0 20.0 

22.0 33.0 26.0 39.0 

22.0 25.0 13.0 19.0 

6.0 4.0 4.0 1.0 

13.0 4.0 15.0 3.0 

23.0 20.0 22.0 18.0 
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Table 2 

Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for New York by Sex 



Occupations by 
Major Grouping;; 



American Indian Civilian 

Civilian Labor Force Labor Force 

M F M F 

% % % % 



Managerial Professional 
Specialty 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



16.1 17.9 25J 23.6 

26.6 403 33.5 48.1 
18.8 22.8 13.9 15.9 



1.8 



L3 



.5 



13.1 3.9 10.4 1.8 



23.6 14.7 15.2 10.1 
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Table 3 



Occupational Participation of American Indian and Civilian 
Labor Force U6 Years and Over) for Florida by Sex 



American Indian Civilian 

Occupations by Qvilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 16.5 17.0 23.0 21.3 
Technical, Sales, & Administrative 

Support 23.4 40.0 32.0 47.2 

Service 18.2 27.0 15.0 19.4' 
Farming, Forestry, & 

Fishing 5.2 2.0 3.0 1.5 
Precision Production, 

Craft, & Repair 18.2 • 3.0 13.0 2.3 
Operators, Fabricators, 

& Laborers 18.5 11.0 14.0 8.3 
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Table 4 

Occupational Participation of American Indian and Civilian Civilian 
Labor Force (16 Years and Over) for Mississippi by Sex 



Occupations by 
Major Groupings 



Amei.ican Indian 
Civilian Labor Force 
M F 

% % 



Civilian 
Labor Force 
M F 

% % 



Managerial & Professional 
Specialty 

Technical, Sales, & Administrative 
Support 

Sorvice 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft,;& Repair 

Operators, Fabricators, 
& Laborers 



14.9 16.1 



5.5 



14.1 



.5 



5.3 



19.3 19.9 



18.2 27.8 25.8 38.4 
20.5 26.4 12.3 19.1 



4.4 



13.9 



2 8 



26.8 23.9 24.3 18.9 
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Table 5 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for North Carolina by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 10.2 13.6 18.9 18.7 
Technical, Sales, & Administrative 

Support 13.7 19.4 25.7 36.2 

Service 11.9 16.5 11.3 15.4 
Farming, Forestry, & 

Fishing 6.6 2.7 3.4 1.2 
Precision Production, 

Craft, & Repair 18.8 3.6 13.8 3.1 
Operators, Fabricators, 

& Laborers 38.8 44.2 26.9 25.4 
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Table 6 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years anu Over) for Michigan by Sex 



Occupations by 
Major Groupings 


American Indian 
Civilian Labor Force 
M F 

% % 


Civilian 
Labor Force 
M F 
% % 


Managerial & Professional 
Specialty 


13.3 


15.8 


21.0 


20.0 


Technical, Sales, & Administrative 
Support 


20.8 


35.6 


29.0 


46.0 


oetvice 


18.8 


28.9 


14.0 


20.0 


Fanning, Forestry, & 
Fishing 


2.4 


.4 


2.0 


1.0 


Precision Production, 
Craft, &;Repair 


15.4 


2.6 


13.0 


2.0 


Operators, Fabricators, 
& Lahore- 


29.3 


16.7 


21.0 


11.0 
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Table 7 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years aid Over) for Minnesota by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 14.7 14.0 23.0 20.9 
Technical, Sales, & Administrative 

Support 24.4 36.0 30.1 44.7 

Service 22.2 29.0 14.1 20.9 
Farming, Forestry, & 

Fishing 2.4 1.0 5.7 1.9 
Precision Production, 

Craft, & Repair . 11.4 3.0 11.2 2.2 
Operators, Fabricators, 

&LaiX)rers 24.9 17.0 15.9 9.4 
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Table 8 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Wisconsin by Sex 



Occupations by 
Major Groupings 



American Indian 
Civilian Labor Force 
M F 

% % 



Civilian 
Labor Force 
M F 

% % 



Managerial & Professional 
Specialty 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



13.4 16.8 20.2 18.7 

19.9 33.3 27.4 42.3 
20.9 28.5 14.1 20.9 



3.6 



12.6 



1.2 



5.5 2.8 



2.3 12.0 



29.6 17.9 20.8 13.1 
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Table 9 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Louisiana by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial Sc Professional 

Specialty 11.0 15.0 20.8 ?.2.0 
Technical, Sales, & Administrative 

Support 19.4 41.0 29.2 47.0 

Service 12.1 26.0 13.3 21.0 
Fanning, Forestry, 8c 

Fishing 5.3 1.0 2.4 1.0 
Precision lYoduction, 

Craft, &Repair 18.3 3.0 15.8 2.0 
Operators, Fabricators, 

& Laborers 33.9 14.0 18.5 7.0 
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Table 10 



Occupational Particrpation of American Indian and Civilian 
Labor Force (16 Yeirs and Over) for New Mexico by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 16.9 19.6 24.2 23.8 
Technical, Sales, & Administrative 

Support 24.4 40.1 30.3 47.1 

Seivice 18.6 26.7 ' 13.5 19.3 
Farnnng, Forestry, & 

Fishing 2.5 .8 3.3 .9 
Precision Production, 

Craft,.& Repair lo.9 3.9 14.9 2.5 
Operators, Fabricators, 

& Laborers 20.7 8.9 13.8 6.4 
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Tab!e 11 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Oklahoma by Sex 



Occupations by 
Major Groupings 



American Indian 
Civiiian Labor Force 
M F 

% % 



Civilian 
Labor Force 
M F 
% % 



Managerial & Professional 
Specialty 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



15.6 17.4 21.1 20.3 

23.9 39.2 30.1 47.3 
16.4 25.3 12.5 19.7 



3.7 



15.9 



LI 



3;8 1.2 



2.7 15.3 2.5 



24.5 14.3 17.2 9.0 
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Table 12 



Occupational Pi^rticipation of American Indian and Civilian 
Labor Force (17 Years and Over) for Texas by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 17.2 17.9 21.7 21.1 
Technical, Sales, & Administrative 

Support 28.3 45.3 31.5 48.7 

Service 13.4 20.4 11.9 18.0 
Farming, Fore-try, & 

Fishing 1.8 .7 2.9 .8 
Precision Production, 

Craft„& Repair 18.9 3.7 15.0 2.5 
Operators, Fabricators, 

& Laborers 20.4 12.0 17.0 8.9 
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Table 13 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Iowa by Sex 



American Indian Civilian 

Occupations by Qvilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 15.8 14.0 20.0- 19.9 
Technical, Sales, & Administrative 

Support 20.0 36.0 26.7 42.4 

Service 19.1 27.0 13.8 22.6 
Farming, Forestry, & 

Fishing 2.1 1.0 9.7 2.9 
Precision Production, 

Craft, & Repair 16.6 7.0 11.8 2.4 
Operators, Fabricators, 

& Laborers 26.4 15.0 18.0 9.8 
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Table 14 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Kansas by Sex 



Occupations by 
Major Groupings 


American Indian 
Civilian Labor Force 
M F 
% % 


Civilian 
Labor Forcv 
M F 
% % 


Managerial & Professional 
Specialty 


16.2 


19.0 


22.0 


21.0 


Technical, Sales, & Administrative 
Support 


22.3 


38.0 


29.0 


45.0 


Service 


15.4 


21.0 


13.0 


20.0 


Farming, Forestry, & 
Fishing 


2.3 


1.0 


6.0 


2.0 


Precision Production, 
Oaf t, & Repair 


18.1 


6.0 


14.0 


3.0 


Operators, Fabricators, 
& Laborers 


25.7 


15.0 


16.0 


9.0 
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Table 15 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Nebraska by Sex 



American Indian Civilian 

Occupations by Qvilian Labor Forc^ Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 16.4 18.5 21.3 21.5 
Technical, Sales, & Administrative 

Support 19.2 29.6 27.5 42.7 

Service 22.3 28.5 13.8 22.0 
Farming, Forestry, & 

Fishing 4.8 2.9 10.2 2.5 
Precision Production, 

Craft, &.Repair 11.6 3.4 11.6 2.4 
Operators, Fabricators, 

& Laborers 25.7 17.1 15.6 8.9 
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Table 16 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Colorado by Sex 



Occupations by 
Major Groupings 



Managerial & Professional 
Specialty 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



American Indian 
Civilian Labor Force 
M F 

% % 



1.9 



15.2 



17.9 



1.0 



Civilian 
Labor Force 
M F 
% % 



18.3 19.0 26.0 24.0 

25.3 38.0 32.0 47.0 

21.4 31.0 13.0 18.0 



3.0 1.0 



3.0 13.0 3.0 



8.0 13.0 7.0 
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Table 17 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Montana by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 18.2 16.9 22.6 22.3 
Technical, Sales, & Administrative 

Support 23.9 39.9 27.5 44.2 

Service 23.5 32.2 15.1 24.8 
Farming, Forestry, & 

Fishing 6.5 .7 9.3 2.9 
Precision Production, 

Craft, & Repair 11.1 2.9 12.2 1.5 
OpCTators, Fabricators, 

& Laborers 16.8 7.4 13.3 4.3 
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Table 18 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for North Dakota by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 17.1 18.5 20.3 20.9 
Technical, Sales, & Administrative 

Support 21.2 34.3 25.9 42.7 

Service 26.3 33.5 15.2 27.0 
Farming, Forestry, & 

Fishing 5.1 .8 14.8 3.3 
Precision Production, 

Craft, & Repair 13.5 3.1 11.9 1.6 
Operators, Fabricators, 

& Laborers 16.8 9.8 11.9 4.5 
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Table 19 



Occupational Participation of Am&rican Indian and Civilian 
Labor Force (16 Years arid Over) for South Dakota by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings MP M F 

% % % % 



Managerial & Professional 

Specialty 18.6 19.8 19.8 20.8 
Technical, Sales, & Administrative 

Support 24.8 37.7 25.1 39.6 

Service 26.4 32.8 14.8 25.4 
Farming, Forestry, & 

Fishing 7.7 1.3 15.9 4.4 
Precision Production, 

Craft, & Repair ■ 9.6 2.0 11.3 2.2 
Operators, Fabricators, 

^Laborers 12.9 6.4 13.1 7.6 
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Table 20 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Utah by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 10.9 11.2 23.8 21.2 
Technical, Sales, & Administrative 

Support 18.3 29.8 30.5 47.5 

Service 21.9 33.7 12.2 17.9 
Farming, Forestry, & 

Fishing 2.5 .5 2.2 .6 
Precision Production, 

Craft, &:Repair 16.9 3.1 15.2 2.9 
Operators, Fabricators, 

& Laborers 29.5 21.7 16.1 9.9 
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Table 21 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Wyoming by Sex 



Occupations by 
Major Groupings 



American Indian 
Civilian Labor Force 
M F 

% % 



Civilian 
Labor Force 
M F 

% % 



Managerial & Professional 
Spocialfy 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



16.3 

20.5 
17.2 

5.8 

18.6 

21.6 



23.6 21.5 22.7 

35.7 25.3 45.8 
31.1 12.5 21.8 



1.3 



5.0 1.6 



2.9 19.7 2.2 



5.4 16.0 5.9 
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Table 22 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Nevada by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial &: Professional 

Specialty 13.2 13.8 20.9 19.3 
Technical, Sales, & Administrative 

Support 22.0 36.7 29.4 45.9 

Service 28.0 36.9 25.6 28.2 
Farming, Forestry, & 

Fishing 3.9 2.2 1.7 .5 
Precision Production, 

■Craft, & Repair 14.7 1.6 11.6 1.5 
Operators, Fabricators, 

& Laborers 18.2 8.8 10.8 4.6 
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Table 23 



Occupation^ Participation of Americak: Indian and Civilian 
Labor Force (16 Years and Over) for California by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 17.4 18.0 25.0 23.0 
Technical, Sales, & Administrative 

Support 29.1 45.0 33.0 48.0 

Service 15.8 21.0 13.0 16.1 
Farming, Forestry, & 

Fishing 3.0 1.0 3.0 1.2 
Precision Production, 

Craft. & Repair 15.3 4.0 12.0 2.9 
Operators, Fabricators, 

& Laborers 19.4 li.O 14.0 8.8 
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Table 24 



Occupational Participation cf American Indian and Civilian 
Labor Force (16 Years and Over) for Arizona by Sex 



Occu^'^ftons by 
Majoi Groupings 


American Indian 
Civl^ ji Labor Force 
M F 
% % 


Civilian 
Labor Force 
M F 

% % 


Managenal & Professional 
Specialty 


17.3 


21.4 


24.8 


24.0 


Technical, Sales, & Administrative 
Support 


20.5 


34.4 


30.9 


46.5 


Service 


24.2 


31.9 


13.6 


18 0 


Fanning, Forestry, & 
Fishing 


4.4 


.7 


2.7 




Precision Production, 
Craft, & Repair 


12.8 


2.4 


13.9 


2.9 


Operators, Fabriv '>rs, 
& Laborers 


20.8 


9.2 


14.1 


7.8 
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Table 25 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Alaska by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings MP M F 

% % % % 



Managerial & Professional 

Specialty 18.8 21.0 28.9 28.7 
Technical, Sales, & Administrative 

Support 28.6 42.9 30.9 47.3 

Service 22.2 27.4 13.6 17.4 
Farming, Forestry, & 

Fishing 4.? J 2.5 .7 
Precision Production, 

Craft, & Repair 1 1.4 2.1 12.7 1.6 
Operators, Fabricators, 

& Laborers 14.9 5.9 11.4 4.3 
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Table 26 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Idaho by Sex 



American Indian Civilian 

Occupations by Qvilian Labor Force Labor Force 

Major Groupings M F M F 

% % % Ho 



Managerial & Professional 

Specialty 15.0 18.6 ,21.8 20.5 
Technical, Sales, & Administrative 

Support 19.0 34.4 27.8 45.0 

Service 17.0 26.4 12.8 20.5 
Farming, Forestry, & 

Fishing 12.0 1.8 8.9 3.0 
Precision Production, 

Craft, & Repair 15.0. 2.9 12.7 2.0 
Operators, Fabricators, 

& Laborers 22.0 15.9 16.0 9.0 
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Table 27 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Oregon by Sex 



American Indian Civilian 

Occupations by Civilian Labor Force Labor Force 

Major Groupings M F M F 

% % % % 



Managerial & Professional 

Specialty 14.2 16.2 23.2 22.4 
Technical, Sales, «& Administrative 

Support 22.6 38.2 29.5 45.3 

Service 20.2 29.3 13.5 19.9 
Farming, Forestry, & 

Fishing 5.3 2.0 4.6 1.7 
Precision Production, 

Craft, & Repair 11.9 1.9 12.4 2.4 
Operators, Fabricators, 

& Laborers 25.8 12.4 16.S 8.3 
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Table 28 



Occupational Participation of American Indian and Civilian 
Labor Force (16 Years and Over) for Washington by Sex 



Occupations by 
Major Groupings 



American Indian Civilian 

Civilian Labor Force Labor Force 

M F M F 

% % % % 



Managerial & Professional 
Specidty 

Technical, Sales, & Administrative 
Support 

Service 

Farming, Forestry, & 
Fishing 

Precision Production, 
Craft, & Repair 

Operators, Fabricators, 
& Laborers 



16.9 



6.9 



12.5 



18.3 23.8 22.1 



24.7 41.1 30.7 47.6 
18.7 25.7 12.9 19.1 



2.3 



3.9 1.5 



2.4 13.8 ■ 2.3 



20.3 10.2 14.9 7.4 
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APPENDIX D-3 

Employment in Industry by States for American Indians 
Reservations and Total State Employed Persons 
16 Years and Older 
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Table 1 

Employment by Industry in Florida for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

A^culture, Forestry, Fishing, 

Hiinting, & Trapping 8.2 3.5 

Mining .2 .3 

Constraction 10.0 8.3 

Manufacturing 5.3 13.0 
Transportation, Communication, & 

Public Utilities 3.6 8.0 

Wholesale Trade .2 4.4 

Retail Trade 10.5 19.2 

Finance, Insurance, & Real Estate 1.6 7.6 

Services 31.2 30.3 

Public Administration 29.2 5.4 
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Table 2 

Employment by Indintry in Mississippi for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, & Trapping 2.3 4.4 

Mining 1.7 

Constraction 4.0 7.2 

Manufacturing 4.8 24.6 
Transportation, Communication, & 

PubUc Utilities 1.0 6.9 

Wholesale Trade 4.1 

Retail Trade .9 14.7 

Finance, Insurance, & Real Estate 1.7 4.3 

Services 49.0 27.0 

Public Administration 36.3 5.1 
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Table 3 

Employment by Industry in North Carolina for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, & Trapping 1.1 3.4 

Mimng .1 .2 

Construction 4.5 6.2 

Manufacturing 23.0 33.0 
Transportation, Communication, & 

PubUc Utilities 3.4 6.1 

Wholesale Trade .1 4.1 

Retail Trade 7.4 14.3 

Finance, Insurance, & Real Estate .9 4.2 

Services 40.9 24.4 

Public Administration 18.6 4.1 
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Table 4 



Employment by Industry in Michigan for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 
% 


Agriculture, Forestry, Fishing, 
Hunting, & Trapping 


3.5 


1.6 


Mining 


.3 


.4 


Construction 


11.1 


4.0 


Manufacturing 


8.6 


30.3 


Transportation^ Communication, & 
Public Utilities 


•3 


6.0 


Wholesale Trade 




4.0 


Retail Trade 


4.4 


16.0 


Finance, Insurance, & Real Estate 


.3 


5.0 


Services 


17.5 


28.4 


Public Administration 


54.0 


4.3 
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Table 5 



Employment by Industry in Minnesota for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 


Total State 
Employed Persons 

to 


Asi:lculture, Forcstrv. Rshinff 
Hunting, & Trapping 


5.5 


5.9 


Mining 




«o 


• 

Construction 


12 5 




Manufacturi? g 


15.5 


20 2 


Transportation, Communication, & 
Public Utilities 


3.7 


6.8 


Wholesale Trade 


.7 


4.9 


Retail Trade 


4.5 


17.0 


Finance, Insurance, & Real Estate 


2.7 


5.7 


Services 


7.8 


29.7 


Public Administration 


47.1 


3.7 
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Table 6 

Employment by Industry in Wisconsin for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


American Indianf^ 
Employed on Reservations 
% 


Total State 
Employed Persons 

% 


Agriculture, Forestry, Hshing, 
Hunting, &, Trapping 


3.5 


5 6 


Mining 




.1 


Construction 


7.4 


4.4 


Manufacturing 


15.7 


28.4 


Transportation, Communication, & 
PubUcUtiUties 


1.6 




Wholesale Trade 


.2 


3 7 


Retail Trade 


2.9 


16.5 


Finance, Insurance, & Real Estate 


1.5 


5.0 


Services 


31.6 


27.0 


Public Administration 


35.6 


3.6 
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Table 7 



Employment by Industry in Louisiana for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 

% 


Agriculture, Forestry, Hshing, 
Hunting, & Trapping 




2.6 


Mining 




4.9 


Construction 




9.3 


Manufactuiing 




14.4 


Transportation, Communication, & 
PubKcUtiUtics 


— 


8.7 


Wholesale Trade 




4.8 


Retail Trade 




16.4 


Finance, Insurance, & Real Estate 




5.1 


Services 


50.0 


28.6 


Public Administration 


50.0 


5.2 



o 

ERIC 



93 

'300 



Table S 

Employment by Industry in New Mexico for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculijre, Forestry, Fishing, 

Hunting, & Trapping 4.9 3.7 

Mining 7.5 5.7 

Construction 7.5 8.4 

Manufacturing 20.2 7.4 
Transportation, Communication, & 

Public Utilities 2.1 7.4 

Wholesale Trade .1 3.3 

Retail Trade 2.0 17.4 

Finance, Insurance, & Real Estate .9 5.2 

Services 30.2 33.0 

Public Administration 24.6 8.5 
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Table 9 

Employment by Industry in Oklahoma for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, & Trapping 5.6 3.8 

Mining 3.4 5.0 

Construction 11.7 7.2 

Manufactuiing 21.6 16.7 
Transportation, Communication, & 

Public Utilities 4.8 7.5 

Wholesale Trade 1.7 4.5 

Retail Trade 10.5 16.4 

Finance, Insurance, & Real Estate 2.4 5.4 

Services 27.8 27.4 

Public Administration 10.5 6.1 
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Table 10 

Employment by Industry in Texas for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Fmployed Persons 

% % 

Agriculture, Forestry, FishLig, 

Hunting, & Trapping 1.6 3.0 

Mining 3.3 

Construction L6 9.0 

Manufacturing 7.9 18.0 
Transportation, Communication, & 

Public Utilities 13.4 7.5 

Wholesale Trade .8 5.0 

Retail Trade 7.9 16.5 

Finance, Insurance, & Real Estate 3.2 6.0 

Services 23.6 27.2 

Public Administration 40.0 4.5 
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Table 11 

Employment by Industry in Iowa for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, & Trapping 4.5 10.0 

Mining .2 

Constraction 16.4 5.2 

Manufacturing 20.2 

Transportation, Communication, & 

Public Utilities 6.4 

Wholesale Trade 5.1 

RetaH Trade 16.6 

Finance, Insurance, & Real Est'Jt'*, 3.0 5.2 

Services 41.8 27.3 

Public Administration 34.3 3.8 
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Table 12 

Employment by Industry in Kansas for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 


Agriculture, Forestry, Fishing, 
Hunting, & Trapping 
<^ 


14.3 


6.0 


Mining 




2.0 


Construction 


7.2 


6 0 


Manufacturing 


6.3 


19.0 


Transportation, Communication, & 
Public UtiUties 


— 


8.0 


Wholesale Trade 




5.0 


Retail Trade 


6.3 


16.0 


Finance, Insurance, & Real Estate 


4.8 


6.0 


Services 


22.2 


28.0 


Public Administration 


38.9 


4.0 
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Table 13 



Employment by Industry in Nebraska for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 


Agriculture, Forestry, Fishing, 
Hunting, & Trapping 


3.9 


11.0 


Mining 




2 


Construction 


7.3 


6 0 


Manufacturing 


4.9 


13 8 


Transportation, Communication, & 
Public Utilities 


1.3 


9.3 


Wholesale Trade 




4.7 


Retail Trade 


1.6 


17.0 


Finance, Insurance, & Real Estate 


3.0 


6.0 


Services 


48.0 


28.0 


Public Administration 


30.0 


4.0 
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Table 14 



Employment by Industry in Colorado for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 


Total State 
Employed Persons 

/o 


Agriculture, Forestry, Fishing, 
Hunting, & Trapping 


5.1 


3.1 


Mining 


3 




Construction 


11.0 


7 9 


Manufacturing 


4 8 




TransDortation. Coniniunication & 
Public Utilities 


2.4 


8.0 


Wholesale Trade 




4.5 


Retail Trade 


1.2 


17.4 


Finance, Insurance, & Real Estate 


2.1 


7.1 


Services 


31.6 


29.6 


Public Administration 


41.5 


5.6 
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Table 15 

Employment by Industry in Montana for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, «& Trapping 10.2 10.5 

Mining .8 2 8 

Construction 9.3 7.0 

Manufacturing 6.9 -7.4 
Transportation, Communication, & 

Public Utili'ies 2.6 9.0 

Wholesale Trade .4 4.0 

Retail Trade 5.5 18.5 

Finance, Insurance, & Real Estate 1.8 4.9 

Services 35.7 29.3 

Public Administration 26.8 6.6 
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Table 16 

Employment by Industry in North Dakota for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 
% 


Agriculture, Forestry, Fishing, 
Hunting, & Trapping 


5.9 


15.2 


Mining 


.4 


2.2 


Construction 


7.3 


7 0 


Manufacturing 


9.6 


5.8 


Transportation, Communication, & 
Public Utilities 


2.1 


7.7 


Wholesale Trade 


.3 


5.0 


Retail Trade 


4.8 


18.4 


Finance, Insurance, & Real Estate 


2.4 


4.6 


Services 


37.9 


29.0 


Public Administration 


29.3 


5.1 
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Table 17 

Employment by Industry in South Dakota for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


Employed on Reservations 

% 


Employed Persons 

% 


Agriculture, Forestry, Fishing, 
Hunting & Tranninff 


8 7 


16 2 


Mining 


.1 


.9 


Construction 


6,2 


5.9 


Manufacturing 


18 


9.6 


Transportation, Conununication, & 

Piihlir TTti1irip<; 






YYilUiwoalC lidUC 






Retail Trade 


2.7 


17.3 


Finance, Insurance, & Real Estate 


2.0 


4.7 


Services 


41.4 


29.0 


Public Administration 


32.1 


5.7 
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Table 18 



Employment by Industry in Utah for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 

10 


A&riculture. Forestry. Fishins 
Hunting, & Trapping 


13 


2A 








Cnn^tTHprinn 




7 1 


Maniifacttirin o" 




1 ^ R 


T*rfln^nnTt3tinn Cnrnmiinipjifinn J'^ 

Public Utilities 


2.0 


7.5 


Wholesale Trade 




4.7 


Retail Trade 


3 8 


16 5 


Finance, Insurance, & Real Estate 


3.0 


5.9 


Services 


32.0 


28.4 


Public Administration 


38.3 


8.6 



Table 19 

Employment by Industry in Wyoming for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Lidustry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 
% 


Agriculture, Forestry, Rshing, 
Hunting, & Trapping 


11.0 


5.3 


Mining 


3.2 


14.9 


Construction 


9.1 


10.3 


Manufacturing 


3.3 


5.4 


Transportation, Communication, & 
Public Utilities 


3.3- 


9.2 


Wholesale Trade 


.2 


3.2 


Retail Trade 


2.3 


16.0 


Finance, Insurance, & Real Estate 


3.0 


4.0 


Services 


34.4 


26.0 


Public Administration 


30.2 


5.7 
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Table 20 



Employment by Industry in Arizona for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 


Total State 
Employed Persons 

To 


Hunting, & Trapping 


5,5 


2.9 


iViinuig 


D.J 






7 A 
/•O 




iVi^UIaClUnilg 


I.J 




1 landpoiiauon, v^oiuuiunicauun, C6 
Public Utilities 


5.3 


6.6 


Wholesale Trade 


.2 


3.9 


KciHii iraae 






Finance, Insurance, & Real Estate 


1.3 


6.9 


Services 


38.8 


29.8 


Public Administration 


23.3 


6.7 
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Table 21 



Employment by Industry in California for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


Amencan Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 
% 


Agriculture, Forestry, Rshing, 
Hunting & Trapping 


5.6 


3.1 


Mining 


.1 


.4 


Construction 


5.7 


5.7 


Manufacturing 


7.1 


20.3 


Transportation, Communication, & 
Public Utilities 


2.7 


7.1 


Wholesale Trade 




4.4 


Retail Trade 


3.9 


16.5 


Finance, Insurance, & Real Estate 


1.6 


7.1 


Services 


40.6 


30.3 


Public Administration 


32.5 

• 


5.1 
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Table 22 



Employment by Industry in Nevada for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, & Trapping 1 6.0 1.1 

Mining .4 1.4 

Construction 9.7 7.9 

Manufacturing 3.2 5.9 
Transportation, Communication, & 

PabUcUtiUties 1.8 7.6 

Wholesale Trade 1.2 2.7 

Retail Trade 4.4 16.2 

Finance, Insurance, & Real Estate 1.7 5.9 

Services 30.8 44.3 

Public Administration 30.8 6.4 
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Table 23 

employment by Industry in Alaska for American Vidians on Reservations 
And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
% 


Total State 
Employed Persons 
% 


Agriculture, Forestry, Rshing, 
Hunting, & Trapping 


5.4 


3.1 


Mining 


.7 


2.9 


Construction 


15.3 


7.9 


Manufacturing 


9.9 


6.3 


Transportation, Communication, & 
Public Utilities 


.2 


11.2 


W Tff 4 Y 1 

Wholesale Trade 


11.2 


2.5 


Retail Trade 


11.2 


15.1 


Finance, Insurance, & Real Estate 


1.9 


5.1 


Services 


29.1 


30.0 


Public Administration 


15.1 


15.9 
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Table 24 

Employment by Industry in Idaho for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Fishing, 

Hunting, & Trapping 1 1 .0 1 0.0 

Mining 3.4 1.4 

Construction 8.7 7.0 

Manufacturing 10.9 14.0 
Transportation, Communication, & 

Public Utilities 1.8 7.5 

Wholesale Trade .1 4.5 

Retail Trade 5.4 17.6 

Finance, Insurance, & Real Estate 2.3 5.4 

Services 24.0 26.7 

Public Administration 32.4 5.9 
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Table 25 



Employment by Industry in Oregon for American Indians on Reservations 
And Total State Employed Persons 16 Years and Older 



American Indians Total State 

Industry Employed on Reservations Employed Persons 

% % 

Agriculture, Forestry, Rshing, 

Hunting, & Trapping 7.8 4.6 

Mirang .2 

Construction 4.5 6.4 

Manufacturing 19.1 19.5 
Transportation, Communication, & 

Public Utilities 2.2 7.2 

Wholesale Trade .2 4.7 

Retail Trade 3.5 17.9 

Finance, Insurance, & Real Estate 1.7 6.2 

Services 28.2 28.3 

Public Administration 32.8 5.0 
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Table 26 

Employment by Industry in Washington for American Indians on 
Reservations And Total State Employed Persons 16 Years and Older 



Industry 


American Indians 
Employed on Reservations 
/o 


Total State 
Employed Persons 

70 


ACTiculture Fore^trv R^hinp^ 
Hunting, & Trapping 


16.0 


3.9 


ITJJJilIilg 








7 0 




MannfiartiiriTi p" 






TVjiriQnn'rtJiHnn r^nmmiinir»a Hnn J^* 
•I-Xaliopv/XUILIUII, V^UililllLUiXCaLiUll, OC 

Public Utilities 


3.0 


7.8 


Wholesale Trade 


.6 


5 1 


Retail Trade 


7 2 


16 9 


Finance, Insurance, & Real Estate 


1.6 


6.2 


Services 


23.9 


28.7 


Public Administration 


26.6 


4.9 
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APPENDIX D.4 

Work Disability Status of Non-Institutional American Indians 
and Total State Populations (16-64 Years Old) 
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Mains 



The 1980 U*S* Census showed that the percentages of work disabled for American 
Indians in Maine were 172% for males and 13*2% for females. Of the work disabled 
males 36% lived in urban areas while 64% lived in rural areas* Thirty-one percent of the 
work disabled females lived in urban areas compared to 69% in rural areas* 

By conq>arison the percentages for the total wo± disabled population in Maine 
were males 11% and females 8.5%. A higher percentage of male and female work disabled 
in the total population lived in urban areas, males 44% and females 48%. 

New York 

In New Yoric, 13.8% of both the male and female population of American Indians 
were work disabled These percentages are hi^er than those reported for the total 
population which were 8% for males and 7*4% for females* The majority of wOTk disabled 
in both groups and by gender resided in urban areas, American Lidian males 69% and 
females 76*5%; and total population males 83-5% and females 87%. 

Florida 

The 1980 U*S- Census showed that the percentages of work disabled for American 
Indians in Florida were 15.8% for males and 12*4% for females in contrast to the total 
pq)ulation which wwe males 1 Ll% and females 8.9%. 

The majority of work disabled persons in both groups by gender lived in urban 
areas of Honda: American Indian males 80*5% and females 76%; and total population 
males 80% and females 82%. 

Mississippi 

The percentages of work disabled Amaican Indians in Mississippi were 14.5% for 
males and 14.3% for females con^ared to males 12.3% and females 1 1.3% for the total 
pq)ulation. 

The majority of work disabled in both groups by gender lived in rural areas of 
Mississippi: American Indian males 53% and females 65%; and total population males 
59%, females 56.5%. 

North Carolina 

In North Carolina, the percentages of work disabled American Indian males was 
13.7% and 13.6% for femalt s. In the total pq)ulation in North Carolina 10% of males and 
9.5% of females were work disabled. 



ERIC 



114 

321 



While higher percentages of work disabled American Indians lived in rural areas 
than the total population, the majority of the woric disabled in both groups by gender lived 
in rural areas of North Carolina* Seventy-nine percent of American Indian mdes and 
7L5% of females compared to total population males 57% and females 54%* 

Micbisan 

The percentages of work disabled American Indians in Michigan were 14,6% for 
males and 16* 1% for females compared to males 9J% and females 8.9% in the total 
population* 

The majority of wOTk disabled persons in both groups by gender lived in urban 
areas of Michigan: Sixty-five percent of American Indian males and 75% of females 
campared to the total population males 70% and females 74%* 

Minngsota 

In Minnesota, the percentages of work disabled American Indians was 14,7% for 
males and 9*6% for females compared to males 7*9% and females 6,2% in the total 
population. 

The majority of work disabled individuals in both groups by gender lived in urban 
areas: American Indian males 62% and females 63%; and total population males 63% and 
females 69%. 

Wisconsin 

The percentages of work disabled American Indians in Wisconsin were 12.9% for 
males and 9.6% for females compared to work disabled in the total population which was 
7.5% for males and 6.1% for females. 

The majority of work disabled American Indians lived in rural areas; males 58% 
and females 53%. By contrast the majority of work disabled in the total population in 
Wisconsin lived in urban areas; males 61% and females 67%. 

Louisiana 

In Louisiana, the percentages of work disabled American Indians were 12.9% for 
males and 12% for females compared to 10.1% of males and and 9% of females in the total 
population. 

The majority of work disabled persons in the two groups by gender lived in urban 
areas of Louisiana: American Indian males 56% and females 58.5%; and total population 
males 64% and females 68%. 
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New Mexico 



The percentages of work disabled in New Mexico were lower for American Indian 
males 7.9% and females 6-7% when compared to total population males 9.3% and females 
7.1%. 

The majority of work disabled American Indians in New Mexico lived in rural 
areas, males 76% and females 78.5% while the majority of wOTk disabled in the total 
population lived in urban areas, males 70% and females 73.5%. 

Oklahoma 

In Oklahoma, the percentages of woric disabled American Indians were 15.9% for 
males and 13% for females compied to 11.7% males and 9.9% females who were 
disabled in the total population. 

The majority of work disabled American Indian males 53.5% and females 55% live 
in rural areas of Oklahoma while the majority of work disabled persons in the total 
population live in urban areas; males 61% and females 65%. 

Texas 

The percentages of work disabled American Indians in Texas were 12.8% for males 
and 1 1.5% for females. By contrast, work disabled in the total population was 8.3% for 
males and 7% for females. 

Seventy-five percent of work disabled American Indians lived in urban areas . For 
work disabled in the total population in Texas, 75% of males an d 78% females lived in 
urban areas. 

Iowa 

In Iowa, the percentages of work disabled American Indians were 12.9% for males 
and 12.2% for females compared to males 8% and females 6.5% for the total population. 

The majority of both work disabled American Indians and those wOTk disabled in 
the total population lived in urban areas: American Indian males 67.5% and females 79%; 
and total population males 58% and females 63%. 
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Kansas 



The percentages of work disabled American Indians in Kansas were 13.6% for 
males and 13*4% for females compared to 8.2% of males and 7.1% of females who were 
wo± disabled in the total population. 

The majority of the work disabled American Indian population and v/ork disabled in 
the total population lived in urban areas, American Indian males 69% and females 76%; and 
total population males 65% and females 70%. 

In 1980, the percentages of work disabled American Indians in Nebraska were 
13.8% for males and 12.5% for females compared to 7.8% males and 6.2% females who 
were work disabled in the total population. 

Similar to Kansas and Iowa, the majority of work disabled American Indians and 
those in the total population lived in urban areas, American Indian males 55% and females 
66%; and total population males 61.5% and females 68%. 

Coloradg 

The percentages of work disabled American Indians in Colorado were 11.3% for 
males and 11.6% for females compared to 7.8% of males and 6.7% of females who were 
work disabled in the total population. 

Sevent-five percent of American Indian males and 78% of females lived in urban 
areas compared to total population males 79% and females 82%. 

Montana 

In Montana, the percentages of work disabled American Indians was 9.5% for 
males and 8.7% for females compared to work disabled in the total population which was 
9.4% for males and 6.9% for females. 

The majority of work disabled American Indians lived in rural areas, males 68% 
and females 61%. By contrast, more work disabled in the total population lived in urban 
areas, males 52% and females 57%. 

North Dakota 

The percentages of work disabled American Indians in North Dakota were 8.6% for 
naales and 9% for females compared to work disabled in the total population which was 
7.6% for males and 5.7% for females. 

Higher percentages of work disabled American Indians in North Dakota live in rural 
areas; males 78% and females 73%. Fifty-six percent of work disabled males and 50% of 
females in the total population live in rural areas of North Dakota. 

South Dakota 

The percentages of work disabled American Indians in South Dakota in 
1980 were 1 1.8% for males and 8.1% for females. In the total population, there v/ere 
7.1% of males and 6% of females who were work disabled. 
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The majority of disabled American Indians of South Dakota lived in rural areas, 
males 69% and females 65%, For the total population of work disabled, 52% of the males 
lived in rural areas and 52% of the females lived in urban areas. 

Utah 

In Utah^ the percentages of work disabled American Indians were 8-5% for males 
and 7*1% for females- The percentages of work disaled in the total population were 
slightly lower for males 8-1% and females 7%* 

BBgh percentages of work disabled in the total population were concentrated in 
urban areas; males 83% and females 85%* For American Indians, work disabled 
individuals lived equally in urban areas- Males and females living in urban areas were 49% 
and 51%, respectively- 

Wyoming 

The percentages of work disabled American Indians living in Wyoming were 9-6% 
for males and 7-1% for females compared to 6-6% and 5-6% for the total popdation- 
Fifty-two percent of work disabled /incrican Indian males and 47% of females lived in 
urban areas of Wyoming- Sixty-three percent of work disabled males in the total state 
population and 64% of females lived in urban areas- 

Arizona 

The percentages of work disabled American Indians in Arizona were 10-5% for 
males and 9-2% for females- For the total population, the rates were 9-8% and 8-4% for 
males and females- 

The majority of work disabled American Indians lived in rural areas, males 74% 
and females 67%- By contrast, the majority of work disabled in the total population lived 
in urban areas, males 82% and females 83%- 

Califomia 

The percentages of work disabled American Indians in California were males 
14-6% and females at 14%- This compares to 8-4% and 8% in the total population- 
Over ei^ty ^rcent of work disabled American Indians and those work disabled in 
the total population fived in urban areas of California- The percentages for American Indian 
males and females were 82-5% and 84%- In the total population, 89% of work disabled 
males and 91% of females lived in urban areas- 

Nevada 

The percentages of wo± disabled American Indians in Nevada were 1 1-2% for 
males and 9-5% for females- For the total population, there were 8-3% work disabled 
males and 7-2% females- 

The majority of work disabled American Indians and those work disabled persons 
in the total population resided in urban areas of Nevada- Seventy-three percent of 
American Indian males and 56% of females lived in urban areas- For the total population, 
84% of males and 85% of females lived in urban areas- 
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Alaska 



The percentages of work disabled American Indians, Eskimos and Aleuts were 7% 
for males and 7.1% for females compared to 5.7% for males in the total population and 5% 
for females. 

The majority of work disabled American Indians, Eskimos and Aleuts lived in rural 
areas of Alaska; males 70% and females 58%. By contrast, the majority of work disabled 
persons in the total population lived m urban areas, males 61% and females 65%. 

IdahS2 

The percentages of work disabled American Indians in Idaho were 12.3% for males 
and 12.6% for females compared to 9.7% and 7.7% of males and females in the total 
population. 

Fifty percent of woiic disabled American Indian males lived in urban areas of Idaho 
while 40% of the females did. Fifty percent of males and 55% of females in the toCd 
population lived in urban areas of Idaho. 

Own 

The percentages of wo± disabled persons for American Indians were 17.9% for males and 
16.5% for females compared to 10.8% and 8.9% for the total population. 

The majority of work disabled in both groups by gender resided in urban areas of 
Oregon. For American Indians, 59% of both males and females lived in urban areas 
conq)ared to 63% and 68% for males and females in the total population. 

Washington 

The percentages of work disabled American Indians were 13.8% for males and 
14.^v% for females compared to 9.4% for males and 8.1% for females in the total 
population of Washington. 

The majority of work disabled in both groups by gender lived in urban areas of 
Washington. Sixty-two percent of male and 68% of female American Indians lived in 
urban areas. For tiie tot^ population, 71% of male and 75% of female lived in urban areas 
of Washington. 
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APPENDIX E-l 
Questionnaires 
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QUESTIONNAIRE FOR STATE DIRECTOR 
State Director - Policy and Strategies in Response to Lep?;1atinn 

1 • In 1978 anacndments to the Rehabilitation Aa specifically addressed the need 
to improve or increase VR services to Native Americans. The 1986 
amendments strengthened the language related to Indians in several sections 
(12) throughout the Act Are you aware of the language in the specific 
sections related to VR services for American Indians? 

Yes No 

2* Docs your agency have any existing policies/initiatives specifically targeted 
to meet the needs of Indians? Yes No 

2. 1 If yes, have you developed strategies co implement them? 

2.1 •! If yes, what are those? 

2*2 If no, do you have any plans for implementing a special effort for 
Indians? 

2.2* 1 If yes, what strategies have you identified for initiating 
effort? 

3. When you implement a new initiative, what approaches/strategies/people 
do you typically rely on? 

3- 1 Wliat unique approach may be necessary in improving VR services 
for Indians? 

4* Has a staff person been designated as responsible for addressing legislative 
changes related to American Indians? Yes No 

4* 1 If yes, what was the criteria for appointment? 

Training 
Experience 
American Indian 

4.2 How many hours per month does this person spend on this issue? 

5. In establishing initiatives for your State, how would you rank improving/ 
expanding VR services to Indians in your service priorities? 

High 

Medium 

Low 

6. The new amendments require that tiie State VR "actively consult" with tribal 
organizations on tiie State Plan* 

6*1 What does tiiat mean to you? 
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6.2 What do you plan to do in response to the requirement? 

6.3 Who on your staffwill consult with tribes? 

6*4 How will you identify which tribal representatives to consult with? 

7 . Which do you think is the best strategy to improving/increasing VR 
service to reservation-based Indians? 

a) building VR services for Indians within existing State 
structures, or 

b) helping tribes secure funding for creating tribally administered 
programs, or 

c) combination of above-tribal programs operating in conjunction 
with existing services, or 

d) Other,'describe* 

8. It is the legislative intent that "die State shall provide VR services to 
handicapped American Indians residing in the State to the same extent as 
the State provides such services to other significant segments of the 
population of individuals with handicaps residing in the State." 
Section 101(20) 

8.1 What problems or bariiers do you foresee in accomplishing this? 

8.2 Are there different barriers for urban versus reservation Indians? 
If yes, give examples. 

8.3 Have you any suggestions about how to remove barriers or 
obstacles in the implementation of the new legislation? 

9 . Does the legislation provide opportunities for you as state director in 
addressing the VR needs of Indians with disabilities? ' 

10. What do you see as the role of the Regional RSA office in implementing 
the "Indian Initiatives?" 

1 1. What information or assistance would be useful to your agency in responding 
to the new legislation? 

Summary report 

Tribe and population information 

Technical assistance 



IHS, BIA conterpart and contacts 

Economic/labor market data Q o n 



State Director or Designated Staff Person - Outreach, Co nsultation. Training/ 

In-Servige 

A. Outreagh 

1 • Are you now identifying and facilitating participation of Indians in 

State VR programs? Yes No 

If yes, what strategies are being used? 

2 • Do you have plans for disseminating information regarding tiie new 

legislation to Indian tribes or tribal organizations in your state? 

B. Consultation with Tribal Organizations 

3 • How can Indians contribute to tiie development of the S tate Plan? 

4. What role will tribes plan in the planning process? 

5 . Whose responsibility is it to identify VR needs of Indians? 

The tribes's 

The Stale VR agency 

Otiier 

C. Training/In-Service 

6. What kind of in-service training are you now offering or planning to 
develop for VR personnel \^'orking Greedy with Indian clients? 

6.1 Do you get input from tribes in developing in-service training? 

7 . What in-service training is needed now for your staff relative to 
service delivery to Indians in your state? 

7. 1 Are therei different staff training needs for serving reservation 
and urban Indian clients? 

8. Have you any suggestions for cooperative efforts to increase 
knowledge of VR personnel regarding Indian needs and cultui-e, 
and also to increase Indian awareness of VR services? 
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QUESTIONNAIRE FOR DISTRICT MANAGER 



1) Does your district office currently serve Indian clients? 

2) Do you have staff person(s) specifically responsible for serving reservation 
Indian clients? Urban Indian clients? 

2 A Criteria for selectionAdentification of this personnel 

22 Do you have any Native American staff? Which positions? 

23 How large is/are reservation(s) you serve? 
Population 

Area 

2 A How often does staff person(s) visit liidian clients on reservation? 
Distance 
Frequency 

3) Are the costs of rehabilitation different when serving disabled Indian clients? Jf yes, 
what are the reasons? 

4) Given that high unemployment of the Kdian population is a major barrio: to 
vocational rehabilitation, what existing mechanisms in the State VR system could be 
used to overcome the barriers to successful rehabilitation of Indian clients? 

5) What is the nature of your relationship with tribes and/or tribal organizations in 
your district? 

6) In 1978 amendments to the Rehabilitation Act specifically addressed the need to 
improve or increase VR services to Native Americans. The 1986 amendments 
strengthened the language related to Indians in several sections (12) throughout the 
Act Has your district implemented activities responding to those legislative changes? 

If yes, what are they? 

If no, do you plan to? 



7) What kinds of cooperative efforts have occurred in the past between the State 
VR and tribes or tribal organizations? 

7 • 1 How would you facilitate increased cooperation and communiation with tribal 
organizations in order to improve VR savices to Vidians? 

8) What in-service training relative to Indian cultures and VR needs has been conducted 
for your staff which serve Indian clients? 

8.1 Do you fcijl there is a need for in-service training in this area? If yes, identify 




training topics* 

8 .2 Have you requested input firom tribes in developing training and in-service for 
staff serving Indian clients? 

8 .3 Are cooperative training programs which include both Indian representatives 
and your staff-to increase interaction and understanding on botii sides--planned 
for the future? 

If yes, describe. 

How do you meet the cultural needs of Indians within a VR cor .xt? 
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QUESTIONNAIRE FOR PROJECT DIRECTORS 
Rocky Boy, Navajo, Shoshone-Bannock Projects 



1) How have VR services to Indian peo^.^c: changed since implementation of the 
Indian VR project on your reservation? 

2) What was tiie na^are and extent of State VR input into the development of 
your Indian VR project? 

3) How far is your tribe from tiie nearest State VR counselor's office? 

4) Do you h.ive on-going contacts witii the State VR? 

a) At what level? 

b) Witiiwhom? 

c) How often? 

d) Concerning which issues? 

5) Have you been contacted or consulted yet by State VR personnel regarding the 
new legislation? Yes No 

Regarding tiie State Plan? Yes No : 

6) Have you initiated contact '^ith tiie State VR regarding legislative changes related 
to VR services for Indians? 

Yes No 



6- 1 What strategies do you recommend to the State for facilitating tribal 
involvement in the development of State Plan? 

7) What do you tiiink is tiie best strategy for improving^creasing VR services to 
reservation Indians? 

a) building VR services for Indians witiiin existing State structure, or 

b) securing funding for creating tribally administered VR programs, or 

c) combination of above, tribal programs operating in conjunction with 
existing services, or 

d) otiier, describe. 

8) If an Indian is a member of a tribe witii its own VR project, is he/she eligible for State 
VR services? 

9) Are tiiere any formal or informal arrangements for cooperation witii State VR when 
a client of an Indian VR project requires assistance or counseling off-reservation? 

9. 1 What State VR services do your clients participate in? 
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10) Is an Indian fix)m a different tribe or reservation eligible to be served by your VR 
project? Yes No 

1 1) Are your services comparable to those provided by the State VR? 
Yes No ^ Explain. 

12) What are your staff training needs? Topical areas 

1 2. 1 Does your staff participate in State VR training/in-service programs? 
Yes No 

a) Which ones? 

b) How often? 

c) Does the state VR offer trainingAn service for your staff on your 
reservation? 

d) Does the state VR request input fix)m your tribe in the development 

of State VR training and/or in-service programs for staff serving Indian 
clients? 

13) What suppport/commitment to your project are you currently receiving from your 
your tribal government? 

14) a) What barriers or obstacles are you aware of to improvingAncreasing VR 

services to Indians? 

b) Have you any ideas about how to remove or overcome barriers or 
obstacles to improving/increasing VR services to American Indians? 

c) What new opportunities does the legislation create for your tribe? 

15) What resouces and/or information would be helpful to you, and possibly other tribes, 
during the early stage of planning and implementing the new legislation? (Examples 
which could be developed into TA) 
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APPENDIX E.2 
Quantitative Analysis 
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Quantitative Analysis: The Relationship Between American Indian 
Population Characteristics and State VR Agency Policies and Activities 

Demographic characteristics of the Indian populations in tiie 27 identified states, 
such as total Indian population, percent of state popidation, number of recognized tribes, 
urban or rural residency patterns were cocnpaied to policies and activities of die State VR 
agencies. The results are discussed in Section E under "Relationship Between American 
Indian Populaticm Characteristics and State VR policies and Activities". The following is a 
discussion of die statistical procedures applied to determine the relationships. Results of 
the appUcatioh of each of the three correlation procedures are present^ in tiie Table 1 in 
this section. 

Several measures of association have been applied to the variables of this study. 
Each will be briefly discussed in turn. Pearson's r (correlation coefficient) is perhaps the 
most familiar of these. It measures the direction and extent of linear association, or co- 
movement, between tr/o variables. A positive sign (+) implies direct association, while a 
negative sign (-) suggests an inverse relationship in terms of magnitude, and 0 ^ no linear 
re&tibnship. Pearson's r is bounded by -1.00 and 1.00, witii larger absolute values 
indicating "stronger" linear relationships. It is important to keep in mind that Pearson's r 
cannot gauge caiisalitv or precedence of tiie two variables. In otiier wmds, all we can say 
is that "x and y movc^togetiier." But we cannot make statements about which one caused, 
or preceded* which. One in^rtant assumption which is necessary in order to test 
hypotheses using Ptarson's r is that the two variables have a bivarate normal distribution. 
However, as many of the variables in the present study are categorical in nature, it is likely 
tfiat this assumption may not hold. As a result, the Pearson's r measure was supplemented 
by two of its non-parametric (distribution-ftee) counterparts. As shown in Table 2 it turns 
out that in almost all cases, all three measures of association led to the same conclusion 
regarding the null hypothesis (Hq: r = 0), 

- It is also worth mentioning that, while these magnitudes may seem "small" in an 
absolute sense, they need to be evaluated in the context of their particular discipline. 
Marketing researchers and otiiers in tiie "softer" applied behavioral sciences have long used 
benchmarks as low as 0.30 and even 0.20, depending upon the setting. The important 
thing is to look for significance relative to the customary benchmarks in one's field. 

The first of these non-parametric correlation coefficients is Spearman's r. 
Basically, it is highly similar to Pearson's in its underlying form. However, Spearman's 
calculates the association between the ranks of two sets of variables, rather than tiie 
variables tiiemselves. Therefore, it is less likely that one extreme value in eitiier the x or y 
set will unduly bias or skew the results. The second nonparametric correlation coefficient 
is known as Kendall's Tau ( T). It is calculated by looking at tiie directions of difference 
between successive pairs of x and y variables, (fii other words, are larger x's associated 
witfi larger, or smaller, y's?). Typically Spearman's and Kendall's T will not yield tiie 
exact same values in a particular case. However, they both should lead to the same 
decision concerning hypotiiesis testing. (Recall tiiat tiie null states "tiiere is no linear 
association between x and y", while the alternative states, "tiiere is sigmficant linear 
association.") 

Also, regarding tiie issue of p-value and statistical significance, we may have even 
more confidence in the robustness <rf these results, due to the relatively small sample sizes. 
In other words, it is mathematically possible to inflate the magnitudes of these correlation 
coefficients simply by continuing to increase sample size-even between two variables 
which are not expected to be.linearly associated. But here we have sample sizes in the 
•'snoaU-to-moderate'' range. Therefore, we may have greater confidence tiiat tiiose 
correlation coefficients witii low p-values are indeed pointing to "real" relationships 
between the two variables in question. 
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APPENDIX E.2 
Table 1 



Relationship Between American Indian Population Characteristics 
and State VR Agency Policies and Activities 





i/csignauon oi siaii 


Pnonty or improving 


Consultation i 


Preferred^ 




respoiisibilitv 


VR service to Indians 


approach 


stratepv 


Total Indian 


*5 .33266 


*3343 


.1195 


.1628 


Populatio 


(.08) 


(.005) 


(.180) 


(.113) 




*.3992 


*.3992 


.1492 


.1992 




(.007) 


(.007) 


(.186) 


(.115) 




*.3782 


*.3782 - 


.0951 


.3331 




(.010) 


(.010) 


(.285) 


(.021) 


Percent of State 


.1403 


*.2651 


.0688 


.1093 


Population 


(.153) 


(.021) 


(.299) 


(.208) 




.1683 


*.3408 


.0742 


.1336 




(.156) 


(.018) 


(.329) 


(.212) 




.0504 


*.30OO 


.0514 


.0982 




(.382) 


(.034) 


(.380) 


(.279) 


Number of 


*.2777 


* .3013 


* .4089 


.1815 


Recognized Tribes 


(.046) 


(.027) 


(.005) 


(.130) 




*.2777 


*.3170 


*.4293 


.1853 




(.046) 


(.026) 


(.004) 


(.133) 




*.2777 


*.3015 


*.4246 


.1812 




(.046) 


(.033) 


(.004) 


(.138) 


Urban or Rural 


.0722 


.1686 


.1746 


.1929 


residence of majority 


(.370) 


(.206) 


(.203) 


(.188) 


of States Indian 






Population 


.0761 


.1833 


.1979 


.2033 




(.375) 


(.220) 


(.201) 


(.195) 




.0818 


.1495 


.1585 


.1750 




(.366) 


(.265) 


(.252) 


(.230) 



1. Question 4 - Has a staff person been designated as responsible for addressing legislative changes related 

to American Indians? Yes No 

2, Question 5 - In establishing initiatives for your State, how would you rank improving/expanding VR 

services to Indians in your service priorities? High M edium ^Low 

3, Question 6,2-What do you plan to do in response to the requirement to "actively consult" with tribes 

and tribal organizations on State Pbn 

4, Question 7 - Which do you think is the best strategy to improving/increasing VR service to 

reservation-based bdian s? 

a) building VR sendees for Indians within existing State structures, or 

b) helping tribes secure funding for creating tribally.administered programs, or 

c) combination of above-tribal programs operating in conjunction with existing 

services. 

5. *significant jiositive relationship indicated 

6. The three values indicated for each pair of variables will be presented in order of Kendalls T, Spearman's 
r, andPearsrm^ i. 



